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1.  The  purpose  of  the  resource  book  is  to  provide  information  in  certain 
areas  which  is  not  otherwise  readily  available.  It  is  not  intended  to  cover 
all  possible  topics  but  merely  to  supplement  what  the  primary  references 
offer. 

2.  As  to  format,  it  will  be  noticed  that,  though  the  resource  book  is 
stapled,  it  is  prepared  for  possible  use  with  ring  binders  or  to  fit  loose-leaf 
covers  8]/2xll  inches.  It  is  suggested  that  the  staples  be  removed  and  the 
contents  be  placed  in  covers  or  on  rings.  If  such  an  arrangement  is  carried 
out,  the  pages  should  lie  open  on  the  desk  wherever  desired,  and  thus  be 
more  readily  usable. 

3.  Materials  are  arranged  according  to  grades  and  units.  It  will  be 
noted  that  for  a  number  of  units  no  resource  material  is  provided.  This 
indicates  that  for  these  units  the  primary  references  offer  sufficient 
specific  information  upon  which  to  develop  student  understanding.  In- 
cluded in  the  resource  book  is  the  alcohol  material  formerly  contained  in  a 
special  supplement  for  teachers  of  Grades  IX  and  X.  This  material  differs 
from  the  remainder  in  that  it  is  in  a  block  rather  than  on  a  unit  basis. 

4.  From  time  to  time  new  material  will  become  available,  particularly 
in  the  health  field.  This  will  be  issued  with  appropriate  page  numbering. 
Teachers  will  either  replace  the  old  material  or  add  the  new,  as  supple- 
mentary to  that  which  is  included  in  this  resource  book. 
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GRADE  SEVEN,  Unit  II. 

QUESTIONS  AND  ANSWERS  ON  SMOKING 

Prepared  by  H.  E.  HAMLIN,  Supervisor  of  Health  and 

Narcotic   Education,   State   Department   of 

Education,  Columbus,  Ohio. 

Q.     What  is  tobacco? 

A.  Tobacco  is  made  from  the  leaves  of  the  plant, 
Nicotiana  tobacum.  It  is  a  native  of  the  nor- 
thern part  of  South  America,  and  has  been 
cultivated  extensively  since  early  times  in 
both  South  and  North  America.  (Note:  The 
early  explorers  learned  its  use  from  the  Indi- 
ans and  called  it  tobacco  from  the  pipe,  tobo- 
cos,  in  which  it  was  smoked.)  It  was  carried 
to  France  in  1560  by  John  Nicot,  French  am- 
bassador to  Portugal.  This  makes  it  easy  to 
see  where  the  terms  tobacco  and  nicotine 
were  obtained.  On  his  return  from  Cuba  in 
1492  Columbus  took  cigars  to  Spain, 

Q.     How  much  nicotine  is  there  in  cigarettes? 

A.  Nicotine  is  the  principal  chemical  of  interest 
in  tobacco.  Its  chemical  formula  is  C^°H"  NS 
which  means  that  it  is  composed  of  carbon 
hydrogen,  and  nitrogen  in  the  proportions  in- 
dicated by  the  numerals  to  the  right  of  each 
symbol.  The  amount  of  nicotine  varies  from 
1%  to  10%  in  tobacco,  and  is  concentrated 
mainly  in  the  leaves.  According  to  Konig,  of 
the  German  Tobacco  Research  Institute  at 
Forchheim,  light  colored  brands  of  tobacco  are 
often  milder  in  nicotine  than  the  darker  kinds. 
The  so-called  "strong"  cigars  often  have  less 
nicotine  than  the  "mild"  ones.  Cigars  have 
from  1%  to  3%  of  nicotine  and  occasionally 
up  to  5%.  American,  English  and  French  cig- 
arettes have  from  2%  to  3.5%  and  the  Egyp- 
tian from  1.2%  to  1.5%  of  nicotine.  Tobaccos 
from  Macedonia  are  noted  for  their  extremely 
minute  amounts  of  nicotine,  varying  from 
0.5%  to  0.35%.  The  amount  is  so  low  that 
no  rise  in  blood  pressure  can  be  detected  after 
smoking  cigarettes  made  from  this  tobacco. 
The  strongest  part  of  a  cigar  or  cigarette  is 
the  butt  or  stump,  since  this  part  holds  the 
largest  amount  of  condensed  nicotine. 
Pure  nicotine  is  an  oily  liquid,  either  color- 
less or  with  a  slightly  yellowish  color  that 
changes  to  brown  on  being  exposed  to  air  and 
light.  It  possesses  an  alkaline  reaction.  Or- 
ganic substances  of  this  type,  derived  from 
either  plant  or  animal  sources,  are  known  as 
alkaloids.  Most  of  them  are  nonvolatile.  But 
nicotine  is  a  liquid  and  volatile,  thus  making  it 
available  in  tobacco  when  it  is  smoked.  Of  the 
total  nicotine  in  the  cigarette,  about  60%  of 
it  is  burned,  and  thus  destroyed  during  smok- 
ing; 27%  escapes  into  the  air  after  exhala- 


tion; and  about  12%  is  absorbed  by  the 
smoker,  quoting  Dr.  Russell  Erb  in  his  book 
"Poisoning  the  Public",  1937.  Another  in- 
vestigator states  that  neither  the  nature  of 
the  tobacco  nor  its  nicotine  content  can  be 
used  as  an  index  of  the  nicotine  content  in  the 
smoke. 

Since  nicotine  is  rated  as  poisonous  as 
hydrocyanic  acid  by  pharmacologists,  it  is 
dangerous  to  taste  pure  nicotine.  This  very 
poisonous  nature  of  nicotine  has  made  it  one 
of  the  most  useful  of  insecticides  and  ger- 
micides. Nicotine  sulphate  is  one  compound 
used  for  this  purpose, 

Q.  What  other  poisons  are  there  in  cigarette 
smoke  besides  nicotine? 

A.  In  addition  to  nicotine  and  benzo-pyrine,  to- 
bacco smoke  also  contains  carbon  monoxide, 
carbon  dioxide,  hydrogen  sulphide,  hydro- 
cyanic acid,  quinoline,  ammonia,  furfural, 
phenols,  pyridine,  irritating  aldehydes,  etc. 
Dr.  Erb  says  that  in  a  heavy  smoker  there 
may  be  a  condition  of  chronic  carbon  mon- 
oxide poisoning.  Besides  the  foregoing  list  of 
substances  that  come  from  the  burning  of 
tobacco,  a  very  poisonous  substance  known  as 
acrolein  is  derived  from  cigarette  paper.  It 
has  its  greatest  affinity  for  the  brain. 

Q.     Does  smoking  make  one  short-winded? 

A.  Short-windedness  is  one  of  the  effects  of 
smoking  that  is  most  generally  recognized 
and  accepted.  Track  men  agree  with  this. 
The  effect  is  due  to  the  carbon  monoxide  con- 
tent of  the  smoke  inhaled.  Carbon  monoxide 
is  a  gas  for  which  the  hemoglobin  of  the  red 
corpuscles  of  the  blood  has  a  far  greater 
affinity  than  for  oxygen.  If  these  two  gases 
occur  together  in  the  air  we  inhale,  the  hemo- 
globin combines  with  the  carbon  monoxide  in 
preference  to  the  oxygen.  To  the  extent  to 
which  the  hemoglobin  has  combined  with 
carbon  monoxide  it  cannot  carry  oxygen.  As 
a  result  of  the  reduction  in  the  amount  of 
oxygen  received  by  the  body  tissues,  an 
oxygen  debt  develops  that  manifests  itself  in 
shortness  of  breath, 

Q.     How  does  the  use  of  tobacco  affect  the  heart? 

A.  The  effect  of  tobacco  on  the  heart  is  due  to 
the  nicotine  content  absorbed  into  the  blood, 
and  its  effect  upon  the  nerves  and  the  nerve 
centers  regulating  heart  action.  The  heart  is 
normally  regulated  by  two  sets  of  nerves ;  the 
one  set  makes  it  beat  faster  and  the  other 
slows  its  action.  Nicotine  has  its  effect  on 
the  latter.  The  first  effect  of  nicotine  on 
the  inhibiting  nerves  is  a  stimulating  effect, 
causing  a  slower  beat.    This  is  followed  by  a 


long  period  (two  or  three  hours)  of  faster 
beating,  caused  by  the  narcotic  or  paralyzing 
effect  of  the  nicotine  on  these  same  nerves. 
The  heart  rate  of  the  average  person  who 
smokes  and  inhales  is  increased  from  5  to  10 
extra  beats  per  minute.  This  puts  upon  the 
heart  an  extra  load,  which  tends  to  lessen  its 
efficiency  and  endurance.  This  makes  it 
easy  to  understand  why  people  with  heart 
ailments  should  refrain  from  the  use  of  cig- 
arettes. There  is  also  a  rise  of  blood  pressure 
which  would  further  aggravate  this  condition. 

Q.  If  the  smoke  of  a  cigarette  is  not  inhaled,  will 
it  hurt  you? 

A.  The  studies  made  by  Dr.  Sontag  at  Antioch 
College  under  the  Fels  Foundation  showed 
that  in  the  absence  of  inhalation  there  was  no 
change  in  the  pulse  rate.  It  is  often  stated 
that  if  cigarettes  were  smoked  outdoors  and 
the  smoke  not  inhaled,  there  would  be  little 
or  no  chance  for  physical  harm  to  the  body. 
It  would,  however,  affect  one's  pocket-book. 
According  to  the  1953  Canada  Yearbook  each 
man,  woman,  and  child  on  the  average  would 
have  smoked  1421  cigarettes  during  the  year 
and  spent  over  $38.00  each.  The  money  gain- 
ed from  taxes  on  tobacco  and  cigarettes  in 
1954  amounted  to  more  than  $110,000,000. 

Q.  How  can  you  break  yourself  from  smoking? 
If  you  were  smoking  2  or  3  packs  of  cigarettes 
a  day,  could  you  stop  all  at  once  and  not  get 
sick? 

A.  Dr.  Russel  Erb  states:  "There  are  certain  in- 
dications that  nicotine  is  habit  forming,  while 
there  are  also  certain  contradictory  indica- 
tions showing  that  the  use  of  tobacco  can  be 
discontinued  even  abruptly.  There  is  no  great 
physiological  demand  for  any  definite  dose  of 
nicotine  from  the  tobacco,  and  therefore,  no 
definite  physiological  reaction  when  its  use 
is  suddenly  discontinued."  In  this  respect 
nicotine  is  much  like  marijuana,  but  very 
much  unlike  opium  and  morphine. 

Q.  Why  do  they  say  you  should  not  smoke  until 
you  are  21  years  old? 

A.  It  is  generally  agreed  by  the  medical  pro- 
fession that  smoking  should  not  be  indulged 
in  during  youth  when  the  body  is  undergoing 
the  important  and  fundamental  changes  lead- 
ing to  adulthood.  Also,  during  this  period  a 
person  is  more  likely  to  follow  his  desires  and 
emotions  instead  of  exercising  good  judgment. 

Q.  What  factors  are  responsible  for  the  increased 
consumption  of  tobacco? 

A.     (1)  Pleasure  supersedes  bodily  risks  in  many 


of  the  various  forms  of  human  behavior.  If  a 
substance  will  produce  a  feeling  of  well-being, 
a  sense  of  contentment  or  physical  exhilara- 
tion, it  may  be  utilized  by  man  regardless  of 
the  consequences  that  may  follow.     (Erb). 

(2)  World  War  I  was  responsible  for  a  tre- 
mendous increase  of  smoking  among  both  men 
and  women.  Consumption  was  augmented 
enormously  during  World  War  II,  and  con- 
tinues to  mount  in  1956,  in  times  of  peace. 

(3)  Social  pressure  of  the  group  of  friends 
with  whom  one  associates. 

(4)  Advertising.  Human  beings  are  greatly 
influenced  by  suggestion,  in  spite  of  the  non- 
sensical nature  of  the  suggestion,  or  how 
false  it  is.    The  crowd  follows  the  crowd. 

(5)  Nervous  tension,  under  which  many 
people  live  today  may  lead  some  to  seek 
escape  through  the  use  of  materials  that  may 
alter  their  feelings,  such  as  nicotine,  opium, 
cocaine. 

(6)  A  fatalistic  point  of  view  may  enter  into 
many  cases  during  times  like  these.  Let's 
enjoy  life  while  we  may,  for  tomorrow  we  may 
have  to  go  to  war,  or  we  may  die,  etc. 

(7)  The  child  often  starts  smoking  early  in 
life  in  order  to  appear  big,  like  an  adult.  It 
takes  him  21  years  to  grow  into  an  adult;  but 
with  a  cigarette  in  his  mouth  he  feels  "big". 

Q.     What  is  tobacco  heart? 

A.  One  of  the  most  commonly  occuring  disturb- 
ances of  the  heart,  due  to  the  effect  of  nico- 
tine, is  palpitation  (rapid  breathing).  This 
condition  is  known  as  "tobacco  heart."  Ir- 
regularity of  the  heart  beat  is  another  effect 
found  frequently  among  smokers. 

Q.     What  causes  "smoker's  cough"? 

A.  One  of  the  most  common  effects  of  over-in- 
dulgence in  tobacco  is  a  chronic  inflammation 
of  the  throat  and  upper  parts  of  the  respira- 
tory passages,  leading  to  hoarseness  and  ex- 
cessive secretion  of  the  mucous  glands.  This 
is  explained  by  the  constant  application  of  an 
irritant,  alkaline  vapor,  and  probably  not 
caused  by  any  action  of  nicotine  (Cushny). 
The  ammonia  and  formaldehyde  in  tobacco 
smoke  are  probably  the  substances  most  re- 
sponsible for  smoker's  cough. 

Q.  Is  there  any  connection  between  smoking  and 
cancer  ? 

A.  It  has  long  been  known  that  cancer  of  the  lip, 
tongue,  and  throat  is  found  more  frequently 
among  smokers  than  non-smokers.  More  re- 
cently the  same  has  been  found  true  for  can- 
cer of  the  lung.  The  present  status  of  this 
situation  is  well  summarized  in  two  articles 
appearing  in  the  May  1950  issue  of  the  Jour- 


nal  of  the  American  Medical  Association. 

In  the  article  by  Wynder  and  Graham,  the 

following  statements  are  found: 

(1)  "Excessive  and  prolonged  use  of  tobacco, 
especially  cigarettes,  seems  to  be  an  im- 
portant factor  in  the  induction  of  bron- 
chiogenic  cancer. 

(2)  Among  605  men  with  lung  cancer,  96.5% 
were  moderately  heavy  smokers  for  many 
years.  The  occurrence  of  lung  cancer  in 
male  non-smokers  is  a  rare  phenomenon 
(2%).  Tobacco  seems  at  this  time  to 
play  a  similar  but  somewhat  less  evident 
role  in  the  induction  of  epidermoid  and 
undifferentiated  cancer  in  women. 

(3)  Ninety-six  point  one  percent  of  the 
patients  with  cancer  of  the  lungs,  who 
had  a  history  of  smoking,  had  smoked  for 
over  20  years.  Few  women  have  smoked 
for  such  a  length  of  time. 

(4)  Ninety-four  point  one  percent  of  male 


patients  with  cancer  of  the  lung  were 
found  to  be  cigarette  smokers,  4%  were 
pipe  smokers,  and  3.5%  were  cigar 
smokers.  The  greater  practice  of  inhala- 
tion among  cigarette  smokers  is  believed 
to  be  a  factor  in  the  increased  incidence 
of  the  disease. 

(5)  Three  independent  studies  have  resulted 
in  data  so  uniform  that  one  may  deduce 
the  same  conclusions  for  each  of  them." 

In  the  same  issue  in  an  article  from  the 
Journal  of  the  American  Medical  Association 
by  Levin,  Goldstein  and  Gerhardt,  a  compari- 
son was  made  for  cancer  of  the  lip,  tongue, 
etc.,  for  cigar  and  pipe  smoking  for  over  a 
thousand  patients.  Pipe  and  cigar  smokers 
showed  a  greater  prevalence  of  cancer  of  the 
lip  and  tongue. 

Recent  findings  of  the  British  Medical  Asso- 
ciation indicate  a  possible  relationship  be- 
tween cigarette  smoking  and  lung  cancer. 


GRADE  SEVEN,  Unit  III 

MEDICAL  MILESTONES 

2500  B.C.  Surgical     operations     portrayed      on 
Pharoah's  tomb. 


2200 


Code  of  Hammurabi  instituted. 


460-370    Hippocrates 


Hippocrates  advocated  strongly  the 
separation  of  medicine  and  religion.  He 
based  his  diagnosis  of  diseases  on  ac- 
curate observations  of  the  symptoms  of 
his  patients  and  kept  records  of  such 
facts.  He  looked  for  natural  rather 
than  supernatural  causes  of  diseases. 
Natural  treatments  such  as  rest,  quiet, 
cleanliness  and  diet  were  prescribed  ra- 
ther than  drugs.  Hippocrates  estab- 
lished a  code  of  medical  ethics  for  his 
followers,  a  form  which  is  still  in  use 
today.  It  is  outlined  in  the  resource 
book. 


384-322    Aristotle 


Aristotle  was  a  pupil  of  Plato  and  the 
teacher  of  Alexander  the  Great.  When 
Alexander  grew  up  he  gave  his  former 
teacher  funds  to  employ  1000  men 
throughout  Asia  Minor  to  do  scientific 
research.  It  was  Aristotle's  purpose  to 
compile  a  complete  library  of  all  the 
knowledge  that  existed  in  the  world  at 
that  time,  including  what  was  known 
in  the  field  of  medicine.  Aristotle  him- 
self stayed  at  Alexandria  in  charge  of 
the  library  and  founded  a  school  of 
philosophy.  Medical  students  came  to 
Alexandria  to  study  in  his  library 
which  later  became  a  medical  school. 


of    medicine 


331-330    First    extensive    school 
founded  in  Alexandria. 

A.D.  21    Roman  baths  built. 

131-200    Galen 

Galen,  a  Greek,  became  a  noted  phy- 
sician in  Rome.  He  was  particularly  in- 
terested in  anatomy  but  since  human 
dissection  was  not  allowed,  he  studied 
by  dissecting  animals  and  by  treating 
the  wounds  of  the  gladiators  in  Rome. 
He  wrote  one  hundred  treatises  on  his 
observations  and  these  were  used  as 
standard  medical  works  for  1500  years. 
He  made  a  great  many  errors  because 


man  is  not  like  animals  in  all  respects. 
Another  mistake  was  his  belief  that 
pus  is  necessary  for  the  healing  of  a 
wound.  Galen  understood  the  use  of 
certain  drugs  such  as  opium,  and  unlike 
Hippocrates,  he  believed  in  their  use. 

369    Hospital  erected  at  Caesarea  by  Saint 
Basil. 

1136    Leper  hospital  estabUshed  in  England. 

1270-1280    Spectacles     introduced    by    Venetian 
glassmakers. 

1345    First     apothecary     shop     opened     in 
London. 

1348    Quarantine  of  plague  ships  set  up  in 
Venice. 

1348-1350    The  Black  Death  in  England. 

1404    First  public  dissection  in  Vienna. 

1409    Insane  asylums  established  in  Padua 
and  Seville. 

1450    Invention  of  printing. 

1452-1519    Leonardo  da  Vinci. 

1489    Pamphlet  on  the  Code  of  Witches  pub- 
lished in  England. 

1493-1541    Paracelsus. 

1498    Scurvy  on  the  ships  of  Vasco  da  Gama. 

1510-1590    Pare,  a  great  surgeon. 

1514-1564    Vesalius 

Vesalius,  a  Belgian,  is  most  noted  for 
the  work  he  did  while  a  professor  at 
the  University  of  Padua  in  Italy.  He, 
too,  was  interested  in  anatomy  and  did 
his  dissection  on  the  bodies  of  criminals 
who  had  been  hanged.  He  wrote  his 
observations  and  had  them  illustrated 
by  woodcuts  in  a  book  published  in 
1543.  A  great  many  of  his  observa- 
tions did  not  agree  with  those  of  Galen, 
but  since  Galen  was  held  in  such  high 
regard,  the  work  of  Vesalius  was  con- 
demned. He  was  forced  to  flee  to 
Spain  because  he  insisted  that  man  as 
the  descendant  of  Adam  does  not  have 
one  rib  less  on  one  side,  as  was  be- 
lieved by  the  people  of  his  time. 


1535    Scurvy  on  Jacques  Cartier's  expedition 
to  St.  Lawrence  region. 

1547    Insane  asylum  established  in  London. 

1552    First  pamphlet  on  alcoholism  published 
in  England. 

1562    Witchcraft  made  a  capital  offence  in 
England. 

1578-1657    William  Harvey 

Harvey,  a  leading  English  surgeon, 
was  the  physician  of  King  Charles  I. 
He  challenged  the  theory  of  Galen  that 
blood  was  manufactured  in  the  liver 
and  squeezed  into  the  right  side  of  the 
heart  causing  it  to  pulsate.  The  blood 
then  supposedly  seeped  into  the  left 
hand  side  of  the  heart  and  into  the 
blood  vessels  from  whence  is  was  ab- 
sorbed into  the  tissues.  Harvey  used 
mathematics  to  prove  that  the  liver 
could  not  possibly  produce  blood  at  the 
rate  suggested  and  that  there  must  be 
some  continuous  circuit  of  blood.  He 
performed  experiments  to  prove  his 
theory  but  since  the  microscope  had 
not  been  invented  and  he  could  not  see 
capillaries  he  was  not  able  to  prove  his 
theory  conclusively. 

1590    Compound     microscope     invented     by 
the  Janssens  in  Holland. 

1639    First  hospital  established  in  Canada. 

1632-1723    Leeuwenhoek 

Leeuwenhoek  in  Holland  learned 
from  the  spectacle  makers  how  to  grind 
lenses.  By  grinding  his  own  double 
convex  lenses  he  discovered  that  he 
could  magnify  objects  greatly.  He 
made  over  two  hundred  microscopes 
that  magnified  up  to  270  diameters.  He 
was  invited  to  visit  the  Royal  Society 
in  England  to  demonstrate  his  inven- 
tion and  thereafter  sent  the  Society 
112  scientific  papers  on  the  things  he 
observed.  In  the  medical  field  these  in- 
cluded observations  on  the  lenses  of  the 
eyes  and  on  red  corpuscles  of  the  blood. 
He  also  made  many  contributions  as  a 
naturalist. 


1666    Great  fire  in  London  destroys  infected 
areas  ending  great  plague. 


1629-1694    Malpighi 

Malpighi,  an  Italian  pioneer  of  mic- 
roscopic anatomy,  used  the  microscope 
to  study  tissue  structure.  He  was  able 
to  prove  Harvey's  theory  of  the  circu- 
ation  of  the  blood  by  following  the 
blood  circuit  of  a  frog  from  the  veins 
through  the  capillaries  of  the  lungs  to 
the  arteries.  He  also  gave  descriptions 
of  the  tissues  of  the  skin,  lungs,  tra- 
chea, liver,  spleen  and  kidneys. 

1686-1736    Fahrenheit  invents  thermometer. 

1759    British  navy  uses  lime  juice  to  combat 

scurvy. 

1749-1823    Jenner 

Jenner,  an  English  physician,  ob- 
served over  a  period  of  sixteen  years 
that  cowherds  and  milkmaids  usually 
contracted  the  mild  disease  cowpox  and 
thereafter  were  immune  to  the  serious 
disease  smallpox.  In  1796  during  a 
smallpox  epidemic  he  gave  an  experi- 
mental vaccination  to  an  eight  year  old 
boy  in  a  successful  attempt  to  protect 
him  from  the  disease.  The  Royal  So- 
ciety and  the  public  violently  opposed 
him  until  1800  when  his  method  was 
successfully  used  during  a  large  scale 
smallpox  epidemic  in  Vienna. 

1816    Laennec  invents  the  stethoscope. 

1822-1895  Pasteur 

Pasteur  was  a  professor  of  physical 
chemistry  in  Paris.  He  studied  the  pro- 
cess of  fermentation  to  help  the  wine 
makers  of  France.  He  was  able  to  dis- 
prove the  theory  of  spontaneous  gener- 
ation as  an  explanation  of  growth  of 
bacteria  that  caused  the  wine  to  sour. 
He  found  that  heating  the  wine  and 
sealing  it  in  air  tight  containers  pre- 
vented the  wine  from  spoiling.  From 
these  experiments  the  process  of  pas- 
teurization has  developed.  Pasteur  was 
able  to  prove  that  bacteria  were  the 
cause  of  a  disease  that  ravaged  the  silk- 
worms of  France  at  that  time,  and  was 
able  to  isolate  the  bacillus  that  caused 
anthrax  in  sheep.  Pasteur  did  much  to 
establish  the  theory  that  some  diseases 
are  due  to  specific  tiny  organisms.  He 
worked  on  the  preparation  of  vaccines 
for  anthrax,  fowl  cholera,  rabies  and 
diphtheria. 

1835    Medical  statistics  begun  in  England. 
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1842    Crawford  Long  uses  ether  to  ease  pain. 

1827-1912    Lister 

By  1850  anaesthetics  had  been  dis- 
covered and  extensive  operations  were 
possible.  Usually  however  the  wounds 
became  infected  and  the  patients  died. 
Influenced  by  the  findings  of  Pasteur, 
Lister  advocated  keeping  the  wound  of 
an  operation  as  clean  as  possible.  He 
developed  the  use  of  carbolic  acid  to 
sterilize  instruments  and  t©  keep  the 
site  of  the  operation  as  antiseptic  as 
possible.  He  also  developed  the  use  of 
catgut  as  an  absorbable  ligature. 
Through  these  methods  he  was  able  to 
reduce  greatly  the  death  rate  of  sur- 
gical cases. 

1820-1910    Florence  Nightingale 

Florence  Nightingale  received  an  ex- 
ceptionally broad  education  for  a  girl 
in  her  times  from  which  she  developed 
a  deep  interest  in  social  welfare.  She 
wished  to  be  a  nurse  but  as  nurses  of 
her  time  were  a  drunken  and  disreput- 
able lot,  her  family  would  not  consent. 
Not  till  she  was  in  her  thirties  was  she 
permitted  to  take  deaconess  training 
in  Germany  where  she  learned  to  man- 
age an  institution.  She  was  running  a 
genteel  nursing  home  when  the  Cri- 
mean War  broke  out  in  1854.  The  re- 
port of  a  news  correspondent  shocked 
England  with  the  conditions  of  the  hos- 
pitals for  the  wounded.  A  plea  was 
made  for  women  nurses,  and  Florence 
Nightingale  was  sent  with  thirty-eight 
nurses.  She  did  much  to  improve  the 
conditions  of  the  military  hospitals  and 
made  formal  recommendations  for  im- 
proving the  general  health  of  the 
troops.  While  in  the  Crimea  she  estab- 
lished the  relationships  that  govern 
nurses  to  this  day — nurses  are  respon- 
sible to  the  doctors  in  matters  of  treat- 
ment, but  to  the  superintendent  of 
nurses  in  matters  of  discipline.  On  her 
return  to  England  a  fund  was  raised 
for  her  with  which  she  set  up  training 
schools  for  women  nurses,  a  project  at 
which  she  worked  for  the  remainder  of 
her  life. 

1856    Water  supply  filtered  in  Berlin. 

1828-1910    Henri  Dunant 

Henri  Dunant,  the  heir  of  a  large  for- 
tune in  Switzerland,  visited  the  Sol- 


ferino  battlefront  in  Italy  in  1859.  As 
he  observed  the  condition  of  the  wound- 
ed, he  conceived  the  idea  of  an  interna- 
tional organization  that  would  care  for 
the  casualties  impartially,  without  re- 
gard to  the  side  from  which  they  had 
come.  By  means  of  lectures  and  his 
book,  "A  Souvenir  of  Solferino"  he 
helped  to  promote  the  conferences  at 
Geneva  in  1863  and  1864  as  a  result  of 
which  the  Red  Cross  was  founded. 

1866    International  Red  Cross  established. 

1843-1910    Koch 

Koch  was  a  small  town  doctor  in 
Germany  when  he  first  isolated  the 
anthrax  bacillus.  He  was  able  to  grow 
it  in  a  culture  and  study  its  complete 
life  history.  His  method  of  growing 
bacteria  in  a  solid  transparent  culture 
was  a  major  contribution  to  bacteri- 
ology. The  scientific  world  began  to 
see  that  if  cattle  with  anthrax  were 
destroyed,  the  spread  of  the  disease 
might  be  controlled.  In  1882  Koch  dis- 
covered the  tubercle  bacillus  which 
causes  tuberculosis,  proving  that  tuber- 
culosis was  a  communicable  disease.  He 
also  developed  tuberculin,  an  emulsion 
of  dead  tuberculosis  germs,  which  is 
used  in  diagnosis. 

1848-1915    Edward  Trudeau 

In  1875,  Dr.  Trudeau  contracted 
tuberculosis  and  retired  to  the  Adiron- 
dack Mountains  to  die  in  the  mountain 
country  he  loved.  His  health  improved 
and  he  became  convinced  that  a  sana- 
torium in  the  mountains  would  be  of 
benefit  to  other  victims  of  tubercu- 
losis. He  canvassed  philanthropic  per- 
sons and  obtained  enough  money  to 
open  the  first  sanatorium  in  America 
at  Saranac  Lake,  N.Y.,  in  1885.  This 
was  the  beginning  in  America  of  the 
treatment  of  patients  with  tuberculosis 
in  special  sanatoriums. 

1895    Roentgen  discovered  X-rays. 

1849-1919    Sir  William  Osier 

Osier  took  his  medical  training  at 
Toronto  and  McGill  medical  schools  and 
after  study  abroad  became  a  professor 
of  medicine  at  McGill  University.  He 
studied  the  human  body  extensively  as 
pathologist  at  the  Montreal  General 
Hospital  and  eventually  became  the 
chief  physician  at  the  famous  Johns 
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Hopkins  Hospital  in  Baltimore  in  1888. 
Here  he  perfected  his  methods  of  teach- 
ing medical  students  at  the  bedsides  of 
patients  in  the  wards.  In  1891  he  wrote 
"Principles  and  Practices  of  Medicine", 
a  classic  textbook  in  medicine.  This 
book  influenced  Rockefeller  to  establish 
the  Rockefeller  Institute  of  Medical 
Research  in  1901.  He  became  chief 
professor  of  medicine  at  Oxford  Uni- 
versity in  1904,  was  knighted  in  1911, 
and  served  in  Canadian  military  hospi- 
tals during  World  War  I. 

Nobel  Prize  Foundation  estabished  in 
Sweden. 


1857-1932    Ross 

Ross,  a  British  bacteriologist,  was 
employed  as  a  surgeon  in  the  Indian 
Medical  Service.  In  1897-1898  he 
proved  that  the  female  Anopheles  mos- 
quito carried  the  parasite  that  caused 
malaria.  It  was  the  Italian  scientist 
Grassi,  however,  who  worked  out  the 
complex  life  cycle  of  the  malaria  para- 
site. Ross  carried  out  the  first  large 
scale  malaria  campaign  in  West  Africa 
in  1899. 

1900    Waller  Reed 

In  1900  Reed  was  sent  to  Havana  in 
charge  of  a  commission  to  study  the 
epidemic  of  yellow  fever.  Influenced 
by  the  recent  knowledge  that  malaria 
was  a  mosquito-born  disease.  Reed  sus- 
pected that  mosquitoes  might  also 
transmit  yellow  fever.  By  setting  up 
controlled  experiments  with  volunteers, 
he  was  able  to  prove  that  yellow  fever 
was  not  caught  by  close  contact  with 
patients  but  that  it  was  transmitted  by 
the  bite  of  a  particular  mosquito  which 
had  bitten  a  yellow  fever  victim.  Major 
Gorgas  then  carried  out  a  mosquito 
control  program  which  stamped  out 
the  epidemic.  Gorgas  was  sent  to  Pan- 
ama in  1904  to  combat  yellow  fever 
among  the  construction  workers  on  the 
Panama  Canal.  Owing  to  his  efforts, 
yellow  fever  was  also  eliminated  in  that 
area. 

1876-1943    Clifford  Beers 

While  a  student  at  Yale  University 
in  1900,  Clifford  Beers  suffered  a  men- 
tal breakdown.  He  spent  the  next  three 
years  confined  to  various  insane  asy- 
lums. After  he  recovered,  in  spite  of 
the  treatment  he  received  rather  than 


because  of  it,  he  set  out  to  found  an 
organization  which  would  improve  the 
treatment  of  the  insane.  In  order  to 
finance  his  campaign  he  wrote  a  book 
describing  his  experiences  while  insane 
called  "The  Mind  That  Found  Itself", 
published  in  1908.  This  was  the  be- 
ginning of  the  Mental  Hygiene  Move- 
ment in  America. 

1911    Schick  test  for  diphtheria. 

1922    Banting  discovers  insulin  in  Canada. 

1926    Minot  and  Murphy  prescribe  liver  for 
certain  types  of  anemia. 

1935    Domagk  introduces  sulfa  drugs. 

THE  OATH  OF  HIPPOCRATES 

The  Hippocratic  Oath  is  required  in  a  modified 
form  by  many  medical  schools  of  their  graduating 
students.    The  ancient  form,  in  part,  is  as  follows : 

"I  swear  by  Apollo,  the  physician,  and  Aescul- 
apius and  Hygeia  and  Panacea  and  all  the  gods  and 
all  the  goddesses  ...  so  far  as  power  and  discern- 
ment shall  be  mine,  that  I  will  carry  out  regimen 
for  the  benefit  of  the  sick  and  will  keep  them  from 
harm  and  from  wrong.  .  .  . 

"To  none  will  I  give  a  deadly  drug  even  if  soli- 
cited, nor  offer  counsel  to  such  an  end.  .  .  . 

"But  in  purity  and  in  holiness  will  I  keep  my 
life  and  my  art.  .  .  . 

"Into  whatsoever  house  I  shall  enter,  I  will  go 
for  the  benefit  of  the  sick,  holding  aloof  from  all 
voluntary  wrong  and  corruption.  .  .  . 

"Whatsoever  in  my  practice  or  not  in  my  prac- 
tice I  shall  see  or  hear  amid  the  lives  of  men,  I 
will  not  divulge,  as  reckoning  that  all  such  things 
should  be  kept  secret." 

S-lib:  ACROSS  THE  AGES:  Capen 

This  book  on  the  Social  Studies  reference  list  for 
Grade  IX  is  divided  into  eighteen  units,  each  deal- 
ing with  a  particular  phase  of  history.  Unit  13, 
Man  the  Physician  (Pages  525-560)  gives  a  biief 
history  of  drugs,  doctors  and  medicine.  It  has 
material  on  the  beginnings  of  medicine,  the  medical 
lore  of  the  ancient  Egyptians,  Babylonians,  Greeks, 
Romans  and  Arabians.  It  includes  the  work  of 
Hippocrates,  Aristotle,  and  Galen.  The  influence 
of  the  Church  on  medieval  medicine  is  followed  by 
the  effects  of  the  Renaissance.  A  brief  outline  is 
given  of  the  progress  in  medicine  up  to  the  present 
including  contributions  of  the  following  men  from 
those  suggested  for  study:  Vesalius,  Leeuwen- 
hoeck,  Harvey,  Jenner,  Pasteur,  Lister,  Koch, 
Reed,  Nightingale,  Beers  and  Dunant. 
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GRADE  EIGHT,  Unit  III 

THE  DISCOVERY  OF  SULPHA  COMPOUNDS 

The  arrival  of  the  first  sulpha  compound,  a 
'wonder  drug',  marks  a  new  era  in  medicine.  Sir 
William  Perkin  took  the  initial  step  in  1856,  albeit 
unwittingly  at  first.  While  trying  to  make  the 
antimalaria  drug,  quinine,  synthetically  during  an 
experiment  with  the  chemical  compound  aniline,  he 
found  instead  a  dark  solid.  It  turned  out  to  be  the 
first  synthetic  dye — a  purple.  Soon  after  he  set  up 
a  small  dye-making  plant  and  so  began  an  import- 
ant phase  of  the  chemical  industry.  German 
chemists  greatly  expanded  his  research,  followed 
by  British,  American,  Swiss  and  other  research 
teams.  Today,  literally  thousands  of  different 
synthetic  dyestuffs  exist,  nearly  all  stemming 
from  coal-tar  derivates  like  aniline. 

A  German  chemical  industry  research  scientist, 
G.  Domagk,  made  the  key  sulpha  drug  discovery. 
Dyes  had  long  been  used  to  stain  microorganisms 
for  study  under  a  microscope.  It  was  noticed  that 
some  synthetic  dyes  possessed  a  particular  affinity 
for  disease-causing  microorganisms.  Would  some 
of  these  dyes  kill  dangerous  organisms,  research 
men  asked  ? 

A  series  of  experiments  was  undertaken  to  test 
some  of  the  thousands  of  different  dyes  against 
the  frequently  fatal  streptococci  infections.  At 
last,  in  1935,  chemist  Domagk  announced  that  one 
red  dye,  later  called  Prontosil,  effectively  killed 
streptococci,  yet  did  not  harm  humans. 

Later  in  the  year,  the  Institut  Pasteur  de  Paris 
isolated  the  active  portion  of  the  dye  enabling 
dye-making  and  pharmaceutical  firms  throughout 
the  world  to  start  manufacturing  this  drug  and 
related  compounds.  It  was  one  of  many  drugs  that 
resulted  from  dyestuffs  research. 

The  finding  of  the  sulphas  spurred  research  for 
agents  capable  of  killing  other  disease  organisms. 
The  subsequent  discovery  of  penicillin,  followed  by 
several  now  famous  antibiotics,  is  well  known. 

— C.  I.  L.  OVAL,  April,  1953. 


THE  PRODUCTION  OF  PENICILLIN 

Penicillin  is  produced  by  a  type  of  mold  found 
in  the  earth,  a  mold  something  like  the  kind  you 
find  growing  on  ordinary  cheese.  Special  effec- 
tive strains  of  this  mold  are  segregated  and  their 
spores,  which  perform  the  function  of  seeds,  are 
stored  by  pharmaceutical  firms  in  dry  earth  and 
so  kept  dormant.  When  required,  small  amounts 
of  this  earth,  containing  spores  or  'mother  culture' 
are  spread  in  sterile  bottles  containing  agar  liquid 
which  provides  food  and  encourages  growth  of  the 
spores  into  mould.     The  mold  in  turn  produces 


countless  additional  spores.  After  four  or  five 
days,  billions  of  spores  are  washed  off  into  larger 
sterile  bottles  containing  bran,  rye  or  corn,  and 
left  to  grow  for  another  five  days.  During  this 
time  the  temperature  must  be  controlled,  and  any 
handling  of  spores  or  bottles  must  be  done  under 
sterile  conditions  since  a  medium  ideal  for  grow- 
ing spores  is  also  ideal  for  other  bacteria. 

Next,  the  spores  are  transferred  into  large 
tanks,  but  not  until  they  have  been  tested  again 
for  sterility.  These  tanks  contain  the  proper 
sterile  medium  for  growing  abundant  amounts  of 
mold  from  the  spores.  Sterile  air  is  pumped  in  to 
suppy  the  mold  with  oxygen,  and  the  carbon 
dioxide  produced  by  fermentation  is  forced  out  in 
the  process.  Motor-driven  paddles  keep  the  brew 
stirring,  and  glass  windows  in  the  tanks  permit 
the  process  to  be  under  constant  supervision,  24 
hours  a  day,  seven  days  a  week.  As  the  mold 
grows,  the  penicillin  is  released  from  the  mold  into 
broth.    Tests  regularly  check  sterility  and  potency. 

When  the  growth  cycle  is  complete — from  two 
and  a  half  to  four  days — the  mold  is  discarded  and 
the  broth  containing  the  penicillin  is  piped  into  a 
third  laboratory.  Here  the  penicillin  is  extracted 
from  the  broth  by  the  use  of  chemical  solvents. 
A  series  of  operations  then  concentrates  and  puri- 
fies the  antibiotic;  these  processes  are  continued 
until  the  penicillin  is  in  crystalline  form.  The 
crude  material  is  then  made  into  the  type  of  peni- 
cillin required,  depending  upon  its  ultimate  use — 
lozenges,  tablets,  powder  to  sprinkle  into  wounds, 
or  injectable  preparations.  For  injectable  prepa- 
rations the  sterile  crystals  must  be  ground  until 
they  can  easily  pass  through  the  smallest  hypo- 
dermic needle.  Months  of  preparation  are  requir- 
ed before  any  new  penicillin  product  is  ready  for 
use. 

If  the  penicillin,  or  any  other  drug,  is  to  be  in- 
injected,  extra  precautions  must  be  taken  to  keep 
everything  sterile. 

Penicillin,  is  of  course,  just  one  of  thousands  of 
drugs  produced  by  the  pharmaceutical  industry — 
a  vital  partner  in  the  team  of  physicians,  scientists, 
chemists  and  others  who  work  for  better  health. 

— C.  I.  L.  OVAL,  April,  1953. 


ELECTRONIC  DEVICES  USED  IN  MODERN 
MEDICINE 

Fluoroscope 

This  instrument  consists  of  a  screen  which  glows 
when  x-rays  strike  it.  When  the  patient  stands 
behind  the  screen,  the  physician  can  see  the 
shadow  cast  by  the  chest  and  abdominal  organs. 
This  is  a  temporary  view  only;  if  a  more  careful 
examination  is  necessary  an  x-ray  film  is  made. 
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Electrocardiograph 

This  machine  makes  a  graph  record  of  the  small 
electrical  changes  at  each  beat  of  the  heart.  The 
graph  shows  the  rate  and  rhythm  of  the  heart 
contractions.  The  patient  lies  quietly  while  elec- 
trodes are  fastened  to  his  limbs  and  connected  to 
the  machine  by  wire.  The  electrocardiograph  in- 
dicates if  the  heart  is  in  good  condition  and  if  its 
action  is  right. 

Electroencephalograph 

This  machine  records  electric  currents  given  off 
by  the  brain.  Electrodes  are  fastened  to  the  pati- 
ent's head,  and  the  currents  are  graphed  as  waves. 
Brain  waves  form  recognizable  patterns  in  healthy 
people  but  the  patterns  of  persons  predisposed  to 
epilepsy  are  usually  different. 

Electron  Microscope 

This  miscroscope  does  not  use  light  waves  but  a 
powerful  ray  of  electrons  which  are  minute  par- 
ticles of  matter  carrying  negative  charges.  Magni- 
fications thousands  of  times  greater  than  ordinary 
optical  microscopes  enable  even  some  viruses  to  be 
seen.  It  is  hoped  that  this  instrument  will  reveal 
information  about  the  nature  of  viruses. 

Radium  and  Radioactive  Substances 

Radium  and  some  radioactive  substances  are 
effective  in  the  treatment  of  cancer.  Radioactive 
chemicals  are  used  to  locate  cancer  in  the  body. 
For  example,  radioactive  iodine  settles  in  the  thy- 
roid gland  or  in  any  other  part  of  the  body  where 
the  thyroid  cancer  may  be.  Geiger  counters  locate 
the  radioactive  materials  and  thus  the  cancer. 


MENTAL  HEALTH  IN  CANADA 

Mental  illness  is  not  a  great  killer,   and   yet 
through  its  disabling  effect  there  are  more  hos- 


pital beds  occupied  by  mentally  ill  patients  at  any 
one  time  in  Canada  than  by  patients  suffering 
from  all  other  types  of  illness  put  together!  As 
more  mental  hospital  beds  are  provided  they  are 
promptly  filled  from  long  waiting  lists  giving  the 
effect  of  an  ever  increasing  morbidity  rate.  The 
figures  since  1930  are  as  follows : 

Patients   in  Rate  per 

Residence  at  Estimated  100,000 

Year     End  of  Year  Population  Population 

1931  31,686  10,363,000  3.05 

1941  47,081  11,680,000  4.18 

1951  _..  60,263  13,984,000  4.31 

1952  57,621  14,405,000  4.00 

It  is  estimated  that  we  will  need  from  10,000  to 
20,000  more  hospital  beds  before  the  demand  can 
be  satisfactorily  met.  Even  now  the  cost  of  mental 
hospital  care  for  these  patients  is  amounting  to 
more  than  $50  million  annually. 

But  the  patients  in  mental  hospitals  by  no  means 
tell  the  whole  story.  It  has  been  reliably  esti- 
mated that  more  than  half  the  patients  who  come 
to  the  doctor's  office  for  treatment  are  suffering 
primarily  from  problems  with  emotional  or  psycho- 
logical roots  or  have  serious  psychological  compli- 
cations of  organic  illness  which  need  special  psych- 
ological treatment.  More  than  ever  before,  the 
family  physician  is  becoming  skilled  in  practical 
psychiatry  in  order  to  help  these  patients. 

The  best  estimates  that  can  be  made  for  Canada 
suggest  that  there  are  at  any  one  time  200,000 
people  disabled  on  account  of  mental  illness — 
100,000  permanently  and  100,000  temporarily — 
and  another  600,000  partially  disabled.  These 
800,000  mentally  unwell  people  constitute  a  popula- 
tion larger  than  that  of  any  Canadian  city  except 
Montreal  and  Toronto.  The  total  cost  of  this  men- 
tal sickness  and  its  complications  including  loss  of 
productive  capacity  and  national  income — approxi- 
mates one  billion  dollars. 

—HEALTH   FACTS. 
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GRADE  NINE,  Unit  III 


SUMMARY  OF  PRINCIPAL  VITAL  STATISTICS 
OF  CANADA,  1921-52 


Year 

Average   1921-25  

1926-30  

1931-35  

1936-40  

1946-50  

1946  

1947  

1948  

1949  

1950  

1951  

1952  

^Under  one  year  of  age.       ''Per  1,000  population 


Live 

Natural 

Infant 

Maternal 

Births 

Deaths 

Increase 

Mortality' 

Mortality 

Rate^ 

Rate= 

Rate^ 

Rate' 

Rate* 

27.4 

11.2 

16.2 

98 

5.0 

24.1 

11.1 

13.0 

93 

5.7 

21.5 

9.8 

11.7 

75 

5.0 

20.5 

9.8 

10.7 

64 

4.6 

23.5 

9.8 

13.7 

55 

2.9 

27.4 

9.3 

18.1 

44 

1.5 

27.0 

9.4 

17.6 

47 

1.8 

28.7 

9.4 

19.3 

45 

1.5 

27.1 

9.3 

17.8 

44 

1.5 

27.3 

9.2 

18.1 

43 

1.5 

27.1 

9.0 

18.1 

41 

1.1 

27.2 

9.0 

18.2 

38 

1.1 

27.9 

8.7 

19.2 

38 

0.9 

3Per  1,000  live  births. 


—CANADA  YEAR  BOOK. 


DEATHS  IN  CANADA  BY  PRINCIPAL  CAUSES 


(1926-1952  Average) 


1926-30 

12,418 

8,422 

IIIZ  5,469 

8,039 

6,489 

1,395 

1,116 

5,647 

5,387 

4,594 

944 

506 

912 

597 

Typhoid  Fever  (including  paratyphoid)  592 

Scarlet   Fever  391 

Diseases  peculiar  to  first  year  of  life  „ _. 9,296 


Diseases  of  the  heart  „ 

Cancer  and  other  malignant  tumors 

Accidents   (Motor  vehicle  and  other  accidents) 

Nephritis  _. _ 

Pneumonia „ ~ 

Tuberculosis    (respiratory   system)    

Tuberculosis   (other  organs)    

Diabetes  Mellitus   

Diseases  of  the  arteries 

Diarrhoea  and  Enteritis 

Influenza    ._ . ~. 

Whooping  Cough  

Bronchitis 

Diphtheria  ... 

Measles  


1936-40 

17,896 

12.283 


6,559 

7,041 

5,134 

1,131 

1,608 

10,263 

2,690 

3,496 

604 

327 

322 

366 

239 

201 

6,468 


1946-50 

33,450 

15,859 

7,562 

6,038 

5,478 

3,926 

753 

2,180 

2,342 

1,951 

1,118 

217 

406 

115 

200 

54 

43 


1951 

39,925 

17,820 

8,014 

3,042 

4,664 

2,851 

566 

1,584 

2,572 


202 

549 

37 

177 

11 

45 

3,949 


1952 

38,020 

18,589 

8,541 

2,791 

4,389 

2,017 

440 

1,577 


142 

506 

26 

236 

18 

41 

4,120 


1954 

33,810 

19,694 

2,333 
4,391 
1,299 
263 
1,607 

982 

518 

96 

551 

18 

118 

7 

31 

3,601 


—HEALTH  FACTS. 


AVERAGE  AGES  AT  DEATH  IN  CANADA 

Year  Male  Female 

X1921  39.0  41.1 

1931  43.1  44.8 

1941  51.5  53.4 

1952  55.8  58.2 

"Excludes  the  Province  of  Quebec. 

Note  the  rise  in  the  average  age  of  death.  Causes 
of  death  that  mainly  affect  children  and  young 
adults  have  declined.  Diphtheria,  for  example, 
has  been  almost  wiped  out  and  tuberculosis  has 
been  greatly  reduced.  On  the  other  hand,  the 
ageing  of  the  population  increases  the  proportion 
of  deaths  from  certain  causes  that  affect  older 
people.  Thus,  cancer  and  the  diseases  of  the 
cardio-vascular-renal  systems  now  account  for  a 


substantially  larger  proportion  of  all  deaths  than 
formerly.  It  creates  a  problem  in  public  health 
because  these  diseases  require  long  periods  of 
treatment  or  hospitalization. 

These  trends  indicate  the  remarkable  success 
that  has  attended  the  attack  by  health  authorities 
on  the  infective  and  contagious  diseases  which  in 
the  past  have  constituted  such  a  great  hazard  in 
the  early  and  young  adult  years  of  life.  They  have 
similarly  served  to  emphasize  the  emergence  of  the 
chronic  and  degenerative  conditions  of  later  life  as 
the  targets  towards  which  the  public  health  pro- 
grams of  the  future  will  be  directed.  In  effect, 
Canada  has  shared  the  experience  of  most  western 
nations  in  exchanging  a  high  mortality  in  younger 
life  for  high  morbidity  in  older  age  groups. 

—CANADA  YEAR  BOOK. 
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Birth  Rates  per  1,000  Population  in  Selected  Countries  compared  with  Canada  and  the 

Provinces,  1952 

Country  or  Province  Birth  Rate  Country  or  Province  Birth  Rate 

Mexico 43.9  India' 26.8 

Venezuela 43.7  Japan 26.0 

Ceylon 39.5  Peru 25.9 

Chile  33.6  Union  of  South  Africa  (Whites)  25.9 

Yugolslavia   29.7  New  Zealand 24.8 

Canada  27.9  Portugal  24.7 

Newfoundland  33.6  United  States 24.6 

New  Brunswick 31.7  Australia 23.3 

Quebec   30.3  Finland  23.1 

Alberta  30.0  Netherlands  22.4 

Nova  Scotia  27.5  Ireland   21.8 

Saskatchewan 26.8  Northern  Ireland 20.9 

Prince  Edward  Island 26.2  Spain 20.8 

Manitoba   26.0  France^  19.2 

Ontario  26.0  Norway 19.7 

British  Columbia 24.9  Denmark 17.8 

Scotland  17.7  Western  Germany 15.7 

Italy   17.6  Sweden  15.5 

Switzerland 17.4  England  and  Wales _.  15.3 

Belgium 16.8  Austria  14.8 

'^Registration  area  only.     ^Excludes  infants  who  were  born   alive  but  died  before  registration  of  birth. 

Canadian  Births. — In  Canada,  the  birth  rate  in  1921  was  29  per  1,000  population.  It  fell  con- 
tinuously until  1937  when  it  was  20  per  1,000  but  then,  owing  to  economic  recovery  and  the  War,  it 
rose  to  22  in  1940,  to  24  in  1943  and  reached  its  highest  point  in  1947  at  28.7.  As  was  the  case  in 
most  other  countries,  there  was  a  slight  decline  in  1948  but  the  Canadian  rate  remained  remark- 
ably steady  at  just  over  27  for  the  four  years  1948  to  1951.  However,  it  rose  to  27.9  in  1952  when, 
for  the  first  time,  more  than  400,000  births  were  registered.  The  birth  rates  in  the  provinces  fol- 
lowed the  same  general  trend  with  a  similar  increase  in  the  1952  rate. 

It  has  always  been  assumed  that  the  Province  of  Quebec  has  had  the  highest  birth  rate  in 
Canada.  However,  these  crude  rates  in  the  table  are  based  on  total  population  and  therefore  do  not 
reflect  the  fertility  of  the  women  who  are  of  reproductive  age  in  the  different  provinces.  A  more 
accurate  measure  of  fertility  is  the  rate  based  on  the  number  of  married  women  in  the  population 
in  the  reproductive  age  group,  15  to  49.  The  following  are  birth  rates  per  1,000  married  women  in 
the  age  group  15  to  49,  by  province: 

Newfoundland 220  Quebec    193  Alberta    160 

Prince  Edward  Island  186  Ontario    138  British   Columbia   130 

Nova  Scotia  162               Manitoba     147  CANADA  (Exclusive  of  the 

New  Brunswick    200  Saskatchewan    155  Territories)    160 

On  this  basis,  Newfoundland  still  had  the  highest  birth  rate,  followed  by  New  Brunswick  and 
Quebec,  with  British  Columbia  having  the  lowest  rate. 

—CANADA  YEAR  BOOK. 
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HOSPITALIZED  BIRTHS  IN  CANADA 

In  1952  over  81  per  cent  of  all  Canadian  births 
occurred  in  hospital.  Although  the  proportions  of 
hospitalized  births  have  increased  steadily  since 
1921  in  all  provinces,  these  proportions  still  vary 
widely.  The  existence  of  prepaid  or  provincially- 
sponsored  hospital,  maternity  or  medical-care 
plans  in  some  provinces,  the  unavailability  of  hos- 


pital facilities  in  others,  particularly  in  remote 
areas,  and  preference  for  home  delivery  in  some 
local  areas  are  among  the  factors  accounting  for 
provincial  variations  in  this  respect.  The  noticeable 
increases  in  hospitalized  births  within  recent 
years  in  those  provinces  that  previously  had  the 
lowest  proportions  may  be  partly  the  result  of 
increased  hospital  services  and  facilities  being 
provided  in  those  areas. 


PERCENTAGE  OF  LIVE  BIRTHS  HOSPITALIZED,  BY  PROVINCE,  19.31-52 

(Exclusive   of   Newfoundland   and  the   Territories) 

Year                                                          P.E.I.        N.S.         N.B.       Que.       Ont.         Man.       Sask.         Alta.  B.C.  Can. 

p.c.          p.c.          p.c.       p.c.          p.c.          p.c.          p.c.          p.c.  p.c.  p.c. 

1931  11.2         19.0         12.1        7.3         38.2         43.6         32.5         47.8  65.0  26.8 

1941  32.7         50.4         30.8      17.6         67.5         73.6         63.2         77.1  87.3  48.9 

1949 81.2         82.2         66.4     44.4         89.2         89.9         93.9         95.6  96.7  74.3 

1950 84.3         84.9         67.8     47.8         90.4         91.1         94.6         95.8  96.9  76.0 

1951 88.3         87.2         70.7     53.0         93.1         93.1         95.2         93.6  97.3  79.1 

1952 87.1         88.8        74.0     56.7        94.6        93.7        96.4        96.4  97.5  81.5 

— Canada  Year   Book. 


IMMIGRANT  ARRIVALS,  1900  -  53 


YEAR  ARRIVALS 

1900 41,681 

1901  55,747 

1902 „ 89,102 

1903  138,660 

1904 131,252 

1905  141,465 

1906 211,653 

1907 272,409 

1908 143,326 

1909 173,694 

1910 _ 286,839 

1911  331,288 

1912 375,756 

1913 400,870 


YEAR 


ARRIVALS 


1914 150,484 

1915  36,665 

1916 55,914 

1917 72,910 

1918 41,845 

1919  107,698 

1920 138,824 

1921  91,728 

1922 64,224 

1923  133,729 

1924 124,164 

1925  84,907 

1926 135,982 

1927  158,886 


YEAR 


ARRIVALS 


1928  166.783 

1929 164.993 

1930 104,806 

1931  27,530 

1932 20,591 

1933 14,382 

1934 12,476 

1935  11,277 

1936 11,643 

1937  15,101 

1938 17,244 

1939 16,994 

1940 11,324 

1941  9,329 


YEAR  ARRIVALS 

1942 _.  7,576 

1943  8,504 

1944 12,801 

1945  22,722 

1946  71,719 

1947 64,127 

1948 125.414 

1949 95,217 

1950 73,912 

1951  194,391 

1952 164,498 

1953 168,868 

i-v     '  •   ^ 
— ^Canada  Year  Book. 


Historically,  heavy  immigration  into  Canada 
and  periods  of  general  progress  in  all  fields  of 
economic  activity  have  often  gone  hand  in  hand. 
From  1900  to  1913,  for  example,  immigrants  en- 
tered Canada  at  a  vearly  average  rate  of  nearly 
200,000.  During  World  War  I,  the  yearly  flow 
dropped  to  a  little  more  than  71,000.  The  pros- 
perity of  the  1919-30  period  saw  immigration  in- 
crease to  an  annual  flow  of  more  than  123,000  but 
the  depression  of  the  1930's  resulted  in  drastic 
reduction  to  an  average  of  approximately  16,000 
annually.  During  World  War  II  only  slightly  more 
than  an  annual  average  of  12,000  immigrants  were 
received,  but  in  the  post-war  years  of  expansion 
the  annual  average  climbed  to  120,000 — an  average 
monthly  rate  of  10,000  and  a  daily  average  of 
more  than  329. 


RURAL  AND  URBAN  POPULATIONS 

Number  Percentage 

Rural  Urban  Rural  Urban 

1871    2.966,914  722,343  80.42  19.58 

1881    3,215.303  1,109,507  74.35  25.65 

1891    3,296,141  1,537,098  68.20  31.80 

1901    3,357,093  2,014,222  62.50  37.50 

1911    3,933,696  3,272,947  i4.58  45.42 

1921    4,435,827  4,352,122  50.48  49.52 

1931    4,804,728  5,572,058  46.30  53.70 

1941    5,254,239  6,252,416  45.66  54.34 

1951    5,381,176  8,628,2,53  38.43  61.57 

People  living  in  cities,  towns  and  villages  with 
a  population  of  1,000  or  over  are  classified  as 
urban.  The  rural-urban  trend  is  strongly  indi- 
cated in  the  data. 

—CANADA  YEAR  BOOK. 
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GRADE  SEVEN,  Unit  IV. 

THE  PROBLEM  OF  THE  COMMON  COLD 

The  common  cold,  which  affects  large  numbers 
of  people  in  our  country  each  year,  as  it  does  in 
every  region  of  the  world,  causes  an  enormous 
amount  of  disability  and  loss  of  time  from  usual 
activity.  Although  the  common  cold  itself  is  in- 
significant as  a  cause  of  death,  it  may  lead  to 
serious  consequences  among  the  chronically  ill, 
as  evidenced  by  the  rise  in  mortality  from  chronic 
disease  when  acute  respiratory  infections  increase 
in  prevalence.  Nevertheless,  knowledge  concern- 
ing the  common  cold  is  surprisingly  limited.  A 
major  difficulty  has  been  the  lack  of  specific  and 
ready  identification  of  the  organisms  responsible 
for  the  infection.  Moreover,  the  manifestations  of 
a  cold  may  differ  from  one  attack  to  the  next  and 
are  often  difficult  to  distinguish  from  those  caus- 
ing other  types  of  upper  respiratory  infection. 
As  a  result,  the  common  cold  is  frequently  classi- 
fied together  with  a  number  of  conditions  of  di- 
verse etiology.  The  reliability  of  statistics  on  the 
cold  is  further  affected  by  the  fact  that  the 
infection  is  generally  of  short  duration  and  is  often 
self-diagnosed.  The  best  statistical  information 
available  is  from  the  records  of  the  armed  forces, 
from  special  studies  of  school  and  college  stu- 
dents, and  from  various  investigations  in  small 
communities  and  groups  of  families. 

The  common  cold  is  the  leading  cause  of  absen- 
teeism among  elementary  school  children,  accord- 
ing to  studies  made  in  several  California  cities  and 
in  Canada.  The  California  survey,  in  which  the 
Metropolitan  Life  Insurance  Company  participat- 
ed, showed  that  colds  were  responsible  for  about 
one  third  of  the  absences  and  the  time  lost  from 
school.  The  acute  respiratory  diseases  as  a  whole 
(including  colds)  were  reported  as  the  cause  of 
somewhat  over  two  fifths  of  the  absences  and  the 
time  lost. 

The  monthly  and  annual  variations  in  the  inci- 
dence of  the  common  cold  and  of  acute  upper 
respiratory  infections  as  a  group  are  brought  out 
in  the  chart;  the  data  cover  the  period  1951-55 
and  relate  to  the  experience  of  the  U.S.  Navy  and 
Marine  Corps,  the  only  one  of  the  American  armed 
services  routinely  reporting  statistics  on  the  com- 
mon cold  as  a  separate  category.  Both  curves  in 
the  chart  show  a  seasonal  pattern;  a  rise  from 
a  minimum  in  summer  or  early  autumn  to  a  peak 


in  midwinter,  followed  by  a  rapid  decline  to  a  level 
which  approaches  the  minimum  by  late  spring. 
However,  the  annual  range  from  maximum  to 
minimum  incidence  is  wide  and  varies  from  one 
year  to  another.  For  example,  in  1953  the  highest 
monthly  incidence  rate  for  colds  was  at  least  11 
times  the  lowest,  whereas  the  following  year  the 
maximum  rate  was  little  more  than  twice  the 
minimum.  Over  the  entire  5-year  period,  the 
maximum  was  about  25  times  the  minimum,  the 
rates  ranging  from  131.2  per  1,000  in  February 
1951  to  5.2  in  July  1953. 

Children  have  a  higher  incidence  of  colds  and 
other  acute  respiratory  infections  than  do  adults. 
This  is  indicated  by  studies  in  several  areas — two 
small  New  York  State  communities,  the  Eastern 
Health  District  of  Baltimore,  and  Cleveland.  The 
Baltimore  survey  showed  much  higher  case  rates 
among  the  pre-school  children  than  among  those 
of  elementary  school  age.  However,  there  is  rela- 
tively little  variation  in  the  incidence  rate  by  age 
during  the  main  working  period  of  life,  according 
to  the  experience  of  men  insured  under  Accident 
and  Sickness  policies  in  the  Metropolitan  Life 
Insurance  Company. 

Little  sex  difference  is  found  in  the  case  rate 
of  acute  respiratory  infection  among  young  child- 
ren, but  females  recorded  higher  rates  than  males 
at  ages  over  10,  particularly  in  adult  life.  The 
excess  incidence  among  women  may  reflect,  in 
part  at  least,  their  more  frequent  and  closer  con- 
tact with  other  members  of  the  family  who  are 
infected.  In  this  connection  it  is  noteworthy  that 
the  New  York  studies  showed  a  higher  incidence 
rate  among  adults  in  families  with  young  children 
than  in  families  where  there  were  only  older  child- 
ren. 

Susceptibility  to  colds  appears  to  vary  from  one 
individual  to  another  and  from  time  to  time  in  the 
same  individual.  Moreover,  the  duration  of  na- 
tural immunity  following  an  attack  seems  to  be 
relatively  short.  A  series  of  studies  on  college 
students  showed  that  about  one  fifth  averaged 
more  than  two  colds  a  year,  while  about  the  same 
proportion  averaged  one  or  less;  the  over-all 
average  was  three  a  year. 

Until  recently,  research  on  the  common  cold 
had  been  desultory  because  the  possibility  of  its 
control  seemed  dubious.  However,  in  recent  years 
interest  has  been  stimulated  by  the  discovery  of 
laboratory  procedures  which  provide  better  means 
of  identifying  the  causative  agents  of  the  common 
cold.  The  progress  made  in  this  area  enhances  the 
prospect  of  developing  effective  vaccines  and  new 
methods  of  therapy: 
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INCIDENCE  OF  COMMON  COLD  AND  ACUTE  UPPER  RESPIRATORY  INFECTIONS 
United  States  Navy  and  Marine  Corps,  1951-55 

(Monthly  Rate  per  1,000  Strength — Annuo!  Basis) 


Rote   Per   1,000 


Acute  Respiratory 
Infections* 


L\ ^i 


JMMJ     SNJMMJ     SNJMMJ      S 

1951  1952  1953 

*lncluding   the   common  cold,   but  excluding  pne  umonia. 
Note:  Horizontal  lines  represent  rates  lor  yeor  as  a  whole. 


J     M    M     J      S 

1954 


N     J     M    M    J     S 

1955 


N 


Source   of   basic   data:    Monthly    issues   of    Statistics   of   Navy   Medicine,   Published   by   the   Bureau   oi 
Medicine  and  Surgery,  Navy  Department.     Data  relate  to  Continental  U.S.  Shore  Stations  only. 

—STATISTICAL  BULLETIN, 
Metropolitan  Life  Insurance  Company, 


DEATHS  IN  CANADA  FROM  COMMON  COMMUNICABLE  DISEASES 

1926  -  54. 


Population  in  1925—9,282,000,  in  1954—15,168,000. 

1926-30        1936-40        1946-50 


average 

Pneumonia 8,039 

Tuberculosis    (respiratory  system)    _ 

Influenza  _ _ „ 

Whooping  Cough 

Bronchitis _ 

Diphtheria  „ 

Measles _„. 

Typhoid   Fever    tand  paratyphoid) 

Scarlet    Fever  


6,489 
4,594 
944 
506 
912 
597 
592 
391 


average 

7,041 
5,134 
3,496 
604 
327 
322 
366 
239 
201 


average 

5,478 

3.926 

1,118 

217 

406 

115 

200 

54 

43 


1951 


4,664 
2,851 

202 

549 

37 

177 

11 

45 


1952 


4,389 

2,017 

864 

142 

506 

26 

236 

18 

41 


1954 


4,391 

1.299 

518 

96 

551 

18 

118 

7 

31 


—Health  Facts,  1956 


20 


INCIDENCE  OF  PREVENTABLE  DISEASES  IN  CANADA 


1945 
DIPHTHERIA 

Cases    2,786 

Deaths   271 

WHOOPING  COUGH 

Cases    12,192 

Deaths    470 

SMALLPOX 

Cases   — 

Deaths  — 

POLIOMYELITIS 

Cases    384 

Deaths 24 

SCARLET  FEVER 

Cases    11,982 

Deaths   79 


1946 

2,535 
227 


7,671 
231 


2,527 
179 


9,308 
58 


1947 

1,550 
140 

10,324 
232 


2,291 
88 


7.492 
42 


1948 
898 


7,084 
155 


1,168 

74 


7.545 
38 


1949 

799 
79 


7,942 
206 


2,437 
176 


8,505 
13 


1950 

421 
49 

12.182 
305 


911 
41 

8,756 
61 


1951 

253 
37 


8,889 
202 


2,563 
162 

14,417 
45 


1052 

190 
26 


8,520 
142 


4,755 
311 


19,010 

24 


1953 

132 
15 


9,387 
134 


8,878 
481 


1954 

208 
18 


11,600 
96 


2,381 
157 


11,054  11,526 

23  23 

-Health  Facts,  1956 


LET'S  FIGHT  PREVENTABLE  DISEASES 

It  is  over  150  years  since  an  effective  vaccina- 
tion against  SMALLPOX  was  given  to  the  world ; 
yet  the  city  of  Windsor  in  1924  and  the  city  of 
Vancouver  in  1932  had  outbreaks  with  a  notable 
number  of  deaths  from  this  disease. 

DIPHTHERIA,  as  well  as  smallpox,  should  be 
a  disease  of  historic  interest  only  in  our  country. 
For  more  than  26  years  we  have  had  a  safe  and 
practically  sure  preventive  in  diphtheria  toxoid. 
However,  the  latest  report  available  from  our 
The  National  Health  and  Welfare  Department 
states  that  in  1954  208  cases  of  this  disease  were 
reported.  We  have  no  other  record  of  the  number 
of  those  who  undoubtedly  survived  with  damaged 
hearts  or  other  disabilities;  but  we  do  know  that 
18  of  them  died. 

There  is  no  reason  to  think  that  the  story  of 
WHOOPING  COUGH  will  be  different.  We  have 
had  an  effective  vaccine  for  prevention  of  this 
disease  available  to  us  for  over  nine  years  now, 
and  in  communities  where  it  has  been  widely  used 
the  incidence  of  whooping  cough  has  already  shown 
a  remarkable  reduction  .  .  .  WHOOPING  COUGH 
is  still  a  formidable  killer  of  little  children,  and  in 
1954  our  Dominion  reported  11,600  cases  with  96 
deaths  from  this  cause.  It  should  be  noted  that 
the  number  of  deaths  was  about  one-fifth  that  of 
the  year  1945  with  approximately  the  same  num- 
ber of  cases. 

At  the  present  time  whooping  cough  vaccine 
may  be  given  combined  with  diphtheria  toxoid, 
and  both  of  these  should  be  started  at  three  to 


six  months  of  age  .  .  .  TETANUS  toxoid  also  is 
commonly  given  with  the  above  combination,  and 
is  generally  recommended.  Tetanus,  or  lockjaw, 
is  not  so  common  as  diphtheria  and  whooping 
cough  but  is  a  deadly  disease  when  encountered. 
Every  open  wound,  particularly  those  received  in 
a  rural  environment,  causes  the  physician  grave 
concern  because  of  the  possibility  of  this  infection. 
Tetanus  toxoid  given  with  diphtheria  toxoid  and 
whooping  cough  vaccine  provides  effective  protec- 
tion against  tetanus,  increases  the  protective  va- 
lue of  the  other  materials,  and  adds  nothing  to 
the  inconvenience  or  discomfort  of  the  child  re- 
ceiving it.    We  should  urge  its  use. 

PROTECTION  IS  FREE 

Health  departments  across  Canada  provide  free 
immunization  against  these  diseases.  With  the 
excellent  support  of  the  Health  League  of  Canada, 
largely  through  NATIONAL  IMMUNIZATION 
WEEK  which  is  observed  annually  throughout 
Canada  in  co-operation  with  Dominion,  Provincial 
and  Municipal  Health  Departments  and  which  is 
designed  to  assist  health  departments  in  their 
present  effort  to  promote  immunization  against 
diphtheria,  smallpox  and  whooping  cough,  a  com- 
mendable effort  to  educate  parents  to  the  value 
and  need  for  such  immunization  is  being  made. 

The  practical  elimination  of  these  diseases  from 
our  country  requires  only  the  widespread  appli- 
cation of  these  measures.  To  this  end  we  must 
endeavor  to  obtain  the  intelligent  co-operation  of 
every  parent  in  the  land. 

—HEALTH  FACTS, 
The  Health  League  of  Canada. 
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RESEARCH  FOR  IMMUNITY  AGAINST  POLIO 

From  1949-1951  research  proved  that  although 
many  strains  of  polio  virus  exist,  they  fall  into 
three  general  types.  Dr.  John  Enders  of  Harvard 
Medical  School  was  the  first  to  grow  polio  virus 
on  non-nervous  tissue  in  1949.  His  technique  made 
large  quantities  of  virus  available  for  study.  For 
his  contribution  he  was  awarded  the  Nobel  Prize 
in  medicine  in  1954.  In  1952  both  Dr.  Horstmann 
and  Dr.  Bodian  were  able  to  isolate  polio  virus  in 
the  blood  of  experimental  animals.  Since  it  was 
proved  that  polio  virus  was  carried  in  the  blood, 
it  was  hoped  that  a  barrier  of  immunity  might 
be  set  up  in  the  blood. 

Dr.  William  Hammond  of  the  University  of 
Pittsburg  worked  on  the  theory  of  passive  im- 
munity. Passive  immunity  means  immunity  ac- 
quired by  having  antibodies  injected  into  the  blood. 
Gamma  globulin  was  developed  for  this  purpose. 
Gamma  globulin  is  that  fraction  of  the  blood  that 
carries  the  antibodies  a  person  develops  in  fighting 
disease.  When  the  blood  from  1,000  or  more  adults 
is  pooled  and  the  gamma  globulin  extracted,  the 
mixture  is  bound  to  contain  at  least  some  anti- 
bodies for  polio.  Field  studies  were  made  in  1951- 
1952  to  test  the  effectiveness  of  gamma  globulin 
against  paralytic  polio.  It  was  found  that  gamma 
globulin  at  best  "has  an  extremely  limited  appli- 


cation in  the  field  of  preventive  medicine".  It 
protects  the  body  for  a  few  short  weeks  after 
which  the  body  gets  rid  of  the  antibodies  without 
producing  any  antibodies  of  its  own. 

Active  immunity  occurs  when  the  body  itself 
builds  up  antibodies.  Dr.  Jonas  E.  Salk  of  the 
University  of  Pittsburg  worked  on  a  suitable  vac- 
cine. He  grew  all  three  types  of  virus  on  minced 
monkey  kidney  and  had  the  viruses  killed  by  a 
solution  of  formaldehyde.  He  was  able  to  develop 
a  vaccine  in  which  the  ability  of  the  virus  to 
produce  the  disease  was  destroyed  but  its  ability 
to  stimulate  the  production  of  antibodies  was  not 
impaired.  The  first  large  scale  trials  of  Salk  vac- 
cine took  place  in  1954.  Nearly  624,000  children 
were  vaccinated,  half  with  vaccine  and  half  with 
a  placebo  or  useless  but  harmless  substance.  In 
a  report  on  April  12,  1955  it  was  announced  that 
Salk  vaccine  was  80  to  90  per  cent  effective  in 
preventing  paralytic  polio.  Improvements  on  the 
vaccine  are  still  being  made.  Two  doses  of  vac- 
cine are  given  for  primary  immunization  and  a 
booster  dose  is  given  seven  months  later.  Autho- 
rities believe  that  active  immunization  will  even- 
tually be  as  effective  in  controlling  polio  as  it  is 
against  smallpox  or  diphtheria. 

— Adapted  from  Health  Observation 
of  School  Children ;  Wheatley  and  Hallock 
(Second  Edition) 
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GRADE   EIGHT,   Unit  IV 

THE  PROBLEM  OF  SCHOOL  ABSENTEEISM 

During  the  school  year  1946-1947  some  seven 
hundred  Canadian  teachers  assisted  in  a  compre- 
hensive investigation  into  causes  of  absence  from 
school.  The  study  included  15,323  pupils  repre- 
senting urban  and  rural  school  populations  in  each 
province.  For  each  cause  of  absence  listed  two 
measures  are  considered.  The  first  of  these  is  the 
number  of  days  lost  from  each  cause  which  indi- 
cates the  severity  of  the  cause.  The  second  is  the 
number  of  different  absences  for  each  cause  which 
indicates  the  incidence  of  the  cause.    In  both  urban 

TABLE  1: 


and  rural  samples  the  respiratory  infections 
accounted  for  approximately  one-half  of  the  days 
lost  for  medical  causes  as  well  as  the  same  pro- 
portion of  the  number  of  absences  for  these  causes. 

In  Table  I  the  percents  are  shown  for  each  group 
of  medical  causes  for  both  days  lost  and  number 
of  absences. 

Table  II  shows  the  analysis  of  absences  for 
Canada  according  to  the  actual  length  of  each  one. 
The  values  in  the  table  are  percents  so  the  reader 
can  see  immediately  the  proportion  of  all  absences 
which  were  one  day  in  length,  two  days  in  length, 
etc. 


DAYS  LOST  AND  NUMBER  OF  ABSENCES  FOR  EACH  MEDICAL  CAUSE  AS  A  PERCENT  OF  ALL  MEDICAL  CAUSES 

Percent    of    All    Medical    Causes 
Cause  of  Absence  Urban  Canada  Rural  Canada 

Days 

Respiratory  Infections „ 

Communicable  Diseases  

Digestive  Ailments 

Injuries   _ 


Cause  of  Absence 

All  Medical  „ 

Respiratory  Infections  „ 

Communicable  Diseases  _ 

Skin  Disorders 

Digestive  Ailments  _ 

Inj  uries   „ 

AU  Non-Medical  „., 


Urban 

or 
Rural 

Urban 
Rural 
Urban 
Rural 
Urban 
Rural 
Urban 
Rural 
Urban 
Rural 
Urban 
Rural 
Urban 
Rural 


Days  Lost 

Absences 

Days  Lost 

Absences 

51.9 

52.7 

46.8 

60.9 

13.2 

3.3 

20.0 

6.5 

1.9 

1.1 

4.0 

1.8 

10.2 

18.2 

7.5 

12.3 

3.6 

0.7 

3.9 

0.7 

3.6 

3.0 

4.3 

2.8 

15.6 

21.0 

12.5 

15.0 

CES  ACCORDING  TO  LENGTH 

1-2 

Over 

1  day 

2  days 

3  days 

4  days       Weeks 

2  Weeks 

53.3 

20.1 

9.4 

5.0 

9.7 

2.5 

45.0 

20.1 

11J2 

6.0 

13.7 

4.0 

43.7 

24.7 

12.8 

6.9 

11.0 

0.9 

44.4 

23.4 

13.3 

6.6 

11.1 

1.2 

1.5 

2.7 

3.2 

3.9 

54.5 

34.2 

2.6 

1.3 

4.4 

4.8 

59.0 

27.9 

28.2 

15.4 

17.1 

10.8 

21.3 

7.2 

18.7 

10.1 

13.6 

8.6 

30.8 

18.2 

72.5 

17.9 

5.1 

1.9 

2.1 

0.5 

62.8 

19.7 

7.2 

4.5 

5.0 

0.8 

54.9 

18.9 

9.3 

4.5 

8.6 

3.8 

42.3 

18.3 

9.7 

7.3 

15.7 

6.7 

66.9 

16.3 

6.2 

3.6 

5.6 

1.4 

56.1 

20.8 

9.1 

4.6 

7.6 

1.8 

23 


CLASSROOM  HEALTH 

Approximately  one-half  of  the  time  lost  from 
school  is  due  to  upper  respiratory  infections. 
There  are  at  present  no  specific  procedures  for 
preventing  or  treating  colds  and  other  such  res- 
piratory conditions  but  it  is  recognized  that  the 
general  health  of  children  and  the  environmental 
conditions  under  which  they  live  influence  the 
severity,  course  and  duration  of  these  infections. 

Adequate  and  nutritious  food  improves  general 
health,  and  proper  clothing,  particularly  warm 
clothing  in  cold  weather,  contributes  to  the  pre- 
vention of  colds.  Wet  clothing  and  wet  feet,  by 
permitting  too  rapid  cooling  of  the  skin,  predis- 
pose to  colds  and  other  infections  and  should  be 
guarded  against  as  much  as  possible. 

Ventilation  of  school  rooms  is  also  important. 
Comfort  is  dependent  upon  at  least  three  factors: 
temperature,  relative  humidity,  and  circulation  of 
air.  A  comfortable  temperature  is  one  that  per- 
mits the  proper  amount  of  heat  to  leave  the  body 
at  all  times  so  that  the  pupil  will  feel  neither  too 
hot  nor  too  cold.  This  exchange  of  heat  is  control- 
led by  varying  any  or  all  of  the  above  factors  and 
good  ventilation  aims  at  maintaining  a  balance 
between  the  heat  production  of  the  body  and  heat 
given  off  to  the  atmosphere. 

A  comfortable  temperature  may  vary  several 
degrees  depending  on  the  relative  humidity  and 
the  rate  of  air  movement.  Generally  speaking, 
dry  air  moving  too  rapidly  requires  a  higher  tem- 
perature for  comfort  than  more  moist  air  moving 
slowly.  Comfortable  temperatures  range  from  the 
high  sixties  to  the  low  seventies.  Suitable  relative 
humidities  range  from  forty  to  fifty  per  cent, 
that  is,  the  air  contains  approximately  half  the 
amount  of  moisture  it  is  capable  of  holding  at  room 
temperatures.  The  velocity  of  air  movement  must 
be  kept  below  that  at  which  draft  is  experienced. 

Winter-time  heating  presents  the  greatest  dif- 
ficulty in  good  ventilation.  As  the  temperature  of 
air  falls,  its  capacity  to  hold  moisture  diminishes 
and,  therefore,  cold  outside  air  contains  very  little 
moisture.  When  this  air  is  heated  its  capacity  to 
hold  moisture  increases,  and  this  lowers  the  rela- 
tive humidity — unless  moisture  is  added  artificial- 
ly.   In  effect,  the  air  becomes  very  dry. 

In  schools  not  equipped  with  air  conditioning 
equipment  it  is  very  difficult  to  supply  sufficient 
moisture  to  satisfy  optimum  standards  but  this 
should  not  discourage  the  use  of  humidifiers  wher- 


ever possible.  Any  improvement  is  worthwhile. 
There  is  evidence  that  bacteria  die  more  quickly 
in  comfortably  moist  air  than  in  dry  air  and  the 
delicate  membranes  of  the  nose  and  throat  func- 
tion best  under  these  conditions  also.  These  rea- 
sons and  the  factor  of  economy  emphasize  the 
need  for  adding  moisture  to  school  rooms  during 
the  cold  weather.  Pans  of  water  on  radiators  and 
on  stoves  are  simple  methods  of  adding  moisture 
when  other  methods  are  not  available. 

The  addition  of  fresh,  circulating  air,  continu- 
ously or  at  intervals,  tends  to  prevent  too  great  a 
concentration  of  bacteria  and  thus  retards  spread 
of  infection.  Dust  laying  should  form  a  part  of 
good  ventilation  as  dust  may  irritate  the  delicate 
membranes  of  the  nose  and  throat  and  render 
them  more  susceptible  to  attack  by  bacteria.  Dust 
also  acts  as  a  carrier  for  these  bacteria. 

Diphtheria,  although  rare  in  the  sample,  still 
occurs  in  children  of  school  age  who  have  not  been 
innoculated  with  diphtheria  toxoid.  Perseverence 
with  the  program  of  immunizing  infants  and  the 
reinforcing  doses  to  young  and  older  children  is 
indicated.  More  intense  programs  for  immunizing 
infants  and  pre-school  children  against  whooping 
cough  would  probably  be  reflected  in  a  decreased 
incidence  of  this  disease  in  school-age  children. 

Digestive  disorders  constitute  one-tenth  of  all 
medical  causes  and  the  number  of  absences  from 
this  cause  is  twice  as  great  in  urban  as  in  rural 
pupils.  It  is  suggested  that  the  causes  of  this 
marked  discrepancy  are  emotional  in  origin  and 
due  to  the  increasingly  greater  complexities  of 
modern  urban  living. 

Conditions  which  cause  emotional  upsets  should 
as  far  as  possible  be  avoided,  both  in  home  and 
school  life.  The  importance  of  regularity  of  eat- 
ing and  elimination  and  the  avoidance  of  over- 
indulgence should  be  emphasized. 

The  incidence  of  severe  intestinal  disorders  is 
four  times  greater  in  the  rural  than  in  the  urban 
sample.  The  reasons  for  this  are  obviously  en- 
vironmental. Safe  water  and  food  supplies,  pro- 
per refrigeration  of  perishable  foods,  the  sanitary 
disposal  of  excreta,  the  control  of  flies  all  contri- 
bute to  the  protection  of  the  urban  dweller.  When 
these  modern  public  health  services  are  extended 
to  all  rural  areas,  the  health  hazard  from  this 
cause  will  be  reduced  to  a  minimum. 

—REPORT  OF  THE  CANADIAN 

EDUCATION  ASSOCIATION. 
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GRADE  SEVEN,  Unit  V. 

SIDELIGHTS  ON  SOCIAL  CUSTOMS 

SOCIAL  STATUS 

Whenever  people  have  had  more  earthly  pos- 
sessions, more  power,  or  more  influence,  they  have 
demanded  recognition  and  homage  from  people  of 
lesser  importance.  The  strong  man  or  leader  of 
the  tribe  required  his  followers  to  kneel  in  his 
presence.  When  a  captive  was  taken  he  was  usu- 
ally stripped  of  his  clothing  to  show  his  inferiority. 
Some  tribes  expected  men  to  bare  themselves  to 
the  waist  in  order  to  show  respect  to  the  chief. 
In  1774,  Lord  Chesterfield  in  England  wrote  to  his 
son  giving  us  an  idea  of  how  respects  were  paid 
in  his  time.  "Take  care  to  inform  yourself  if 
there  be  any  particular  customs  to  be  observed, 
that  you  may  not  commit  any  mistake.  At  Vien- 
na men  always  make  courtesies  instead  of  bows 
to  the  Emperor;  in  France  nobody  bows  at  all  to 
the  king,  nor  "kisses  his  hand,  but  in  Spain  and 
England  bows  are  made  and  hands  kissed." 

Kowtowing,  a  term  we  use  today,  comes  from 
the  Chinese  word  meaning  to  knock  the  head  on 
the  ground.  The  Chinese  had  an  "academy  of 
compliments"  by  which  they  regulated  the  num- 
ber of  bows  and  words  to  be  used  on  every  occa- 
sion. Thus,  ambassadors  before  appearing  at 
court  practiced  forty  days  in  advance.  Japan 
during  the  seventeenth  century  had  many  castes 
even  within  the  governing  class  and  each  had  its 
own  dress  and  title.  This  required  extremes  in 
politeness  in  knowing  how  to  address  each. 

One  of  the  most  important  features  of  life  in 
India  is  the  caste  system,  although  caste  rules 
are  breaking  down  in  modem  times.  Only  since 
1947  through  an  act  of  the  Indian  Parliament  has 
the  lowest  class,  the  untouchables,  been  granted 
equal  citizenship  rights. 

In  earlier  times  when  ships  passed  at  sea  they 
saluted  each  other  with  a  certain  number  of  can- 
non shots.  The  subordinate  ship  was  expected  to 
hoist  its  flag,  furl  its  upper  sails,  or  change  its 
tack.  Senior  officers  of  naval  services  are  still 
received  with  gun  salutes  on  ceremonial  occasions. 
The  Queen  of  England  is  given  a  twenty-one 
gun  salute  to  show  respect. 

In  the  days  of  Louis  XIV  of  France  persons  of 
lesser  rank  had  to  give  way  to  persons  of  higher 
rank  in  traffic.  Since  the  streets  of  France  were 
narrow,  two  large  coaches  could  not  pass  each 
other  and  traffic  would  be  held  up  for  a  day  while 
the  court  decided  which  person  must  back  up  to 
the  last  crossroad  to  let  the  other  by.  When 
Louis  XIV  visited  the  Marechal  de  Villiers  who 
was  wounded  at  Malplaquet,  the  king  had  to  lie 
down  beside  him  since  everyone  must  stand  while 
the  king  is  standing. 


Even  the  earliest  tribes  considered  the  aged  to 
be  deserving  of  respect.  There  are  instances  when 
tribes  deserted  or  even  killed  the  sick  or  aging 
members  of  the  group,  but  this  was  done  only 
when  lack  of  food  forced  the  custom  upon  them/ 
In  central  Africa,  tribes  are  known  to  have  carried 
around  for  years  feeble  palsied  men  whom  they 
treated  with  great  tenderness  and  affection.  A  Ma- 
sai warrior  dare  not  greet  an  elder  until  the  elder 
has  greeted  him  first.  The  ancient  Egyptians  de- 
manded that  the  young  rise  and  give  their  place 
upon  the  approach  of  older  people,  a  custom  we 
also  use  today.  The  Chinese  are  especially 
noted  for  the  respect  they  pay  to  older  members 
of  the  family. 

The  Romans  showed  great  courtesy  to  women. 
Even  magistrates  were  required  to  give  women 
the  right  of  way  should  they  meet  them  on  the 
street.  It  is  interesting  to  note  why  men  today 
are  expected  to  walk  on  the  curb  side  of  the  street 
in  walking  with  a  woman.  During  the  eighteenth 
century  homes  were  built  with  the  second  story 
protruding  out  over  the  street.  It  was  the  respon- 
sibility of  a  gentleman  to  keep  an  eye  on  the  second 
story  of  the  houses,  and  should  he  see  someone 
about  to  throw  out  the  day's  accumulation  of  gar- 
bage, he  must  quickly  pull  his  lady  out  of  the  way. 

In  primitive  tribes  a  young  girl  was  locked  up 
until  she  reached  a  certain  age.  She  was  then 
let  out  and  immediately  married  to  a  young  man. 
This  is  the  origin  of  the  "coming  out"  or  debu- 
tante parties  of  today.  It  is  still  considered  most 
impolite  in  many  parts  of  the  world  for  a  boy 
to  talk  to  a  young  girl  unless  her  mother  or 
chaperone  is  present. 

MORAL  VALUES 

Moral  values  such  as  honesty  and  loyalty  have 
been  recognized  as  necessary  for  the  existence  of 
society.  In  early  times  if  two  hungry  cave  men 
met  they  might  battle  to  the  death  with  the  win- 
ner taking  all  the  spoils.  If  neither  were  hungry, 
each  might  eye  the  other  suspiciously,  make  a 
wide  circle  and  depart  in  opposite  directions.  In 
time  they  learned  that  two  might  slay  an  animal 
more  quickly  and  easily  than  one  if  they  worked 
together.  Primitive  man  however  felt  uneasy  as 
long  as  the  other  person  was  armed.  To  show 
friendliness,  both  might  throw  down  their  clubs 
and  bare  the  right  hand.  Indians,  too,  raised  their 
right  hands  in  a  form  of  friendly  greeting.  From 
customs  such  as  these  our  shaking  of  hands  has 
developed.  When  "knighthood  was  in  flower" 
during  the  twelfth  century,  a  knight  wore  a  visor 
to  protect  his  face  from  a  lance.  In  passing  some- 
one whom  he  could  trust,  and  to  show  respect, 
he  lowered  his  visor  and  exposed  his  face.  From 
this  our  tipping  of  the  hat  has  developed. 

From  the  time  of  Moses  have  come  the  precepts 
of  the  Ten  Commandments  which  require  that  per- 
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sons  must  honor  God  and  their  parents.  They 
must  not  He  or  steal.  Many  years  later,  Jesus 
summed  up  the  moral  law  as  loving  God  and  one's 
neighbor  as  oneself.  Confucius,  the  sage  of  China, 
taught  his  followers  the  virtues  of  kindness  and 
gentleness.  To  him  is  attributed  one  form  of  the 
Golden  Rule  which  requires  that  you  do  unto 
others  as  you  would  have  them  do  unto  you. 

Loyalty  was  an  essential  part  of  the  early  tribes- 
man's way  of  life.  Desertion  from  or  betrayal  of 
the  tribe  was  penalized  by  death.  Society  has 
always  shown  its  disapproval  of  a  traitor. 

Everyone  is  familiar  with  the  legend  of  George 
Washington  and  the  cherry  tree.  It  is  interesting 
to  note  how  society  can  force  a  person  to  tell  the 
truth.  In  our  courts  a  person  takes  an  oath  and 
binds  it  by  kissing  a  Bible.  In  certain  primitive 
tribes,  if  something  had  been  stolen  the  medicine 
man  was  called  in.  He  gathered  the  tribe  together 
and  fed  each  person  a  dose  of  poison  which  would 
kill  only  the  guilty  person.  After  an  involved 
ceremony  each  person  was  told  to  spit  on  the 
ground.  Everyone  would  succeed  except  the 
guilty  person.  Because  he  was  so  terrified  that 
he  would  die  of  the  poison,  the  saliva  in  his  mouth 
dried  up  and  he  was  unable  to  spit.  The  others 
would  be  given  an  antidote  to  the  poison.  The 
use  of  torture  or  "third  degree"  has  been  used  in 
one  form  or  another  throughout  the  ages  to  obtain 
the  "truth." 

THE  DEVELOPMENT  OF  TABLE  MANNERS 

Primitive  man  ate  food  raw  using  his  hands 
and  his  strong  teeth  to  tear  it  in  pieces.  After 
gorging  himself  with  roots,  frogs,  fish  and  dead 
animals,  he  would  fall  into  a  deep  sleep.  On 
awaking  he  would  begin  to  prowl  in  search  of 
more  food.  When  food  became  more  plentiful  and 
people  knew  they  would  not  starve,  they  began 
to  improve  the  taste  of  food  and  the  manner  in 
which  they  ate  it.  With  the  discovery  of  fire 
came  cooked  food  which  could  be  stored.  Charles 
Lamb  tells  a  fanciful  story  about  Ho-ti,  the  swine- 
herd, burning  down  his  hut  and  inadvertently 
roasting  a  litter  of  pigs,  in  his  essay,  "Dissertation 
on  Roast  Pig".'  To  this  incident  he  ascribes  the 
discovery  of  roasting.  Saying  grace  before  meals 
was  originally  a  ritual  to  avert  the  poisoning  influ- 
ence the  food  might  have.  The  Israelites  were  the 
first  to  give  thanks  out  of  gratitude  for  having 
food  to  eat.  Primitive  man  ate  in  silence,  and 
among  oriental  people  this  is  still  the  custom.  A 
Buddhist  is  taught  that  to  eat  and  talk  at  the  same 
time  is  sin.  At  one  time  all  intellectual  talk  was 
barred  at  the  table  and  only  light  pleasant  talk 


was  permitted.  Today  the  hostess  chooses  her 
guests  very  carefully,  with  regard  to  their  tastes 
in  talk  as  in  other  things,  and  permits  them  to 
introduce  whatever  subject  they  wish. 

Salt  has  played  an  important  part  in  the  story 
of  man.  In  the  desert  it  was  scarce  and  to  share 
one's  salt  was  the  highest  form  of  hospitality. 

We  still  use  the  expression,  "salt  of  the  earth"  to 
speak  well  of  a  person.  In  mediaeval  times  it  was 
a  great  honor  to  be  seated  "above  the  salt"  at  the 
high  table  of  the  host.  Lesser  guests  were  seated 
at  a  lower  table.  King  Arthur's  Round  Table  was 
designed  to  eliminate  the  necessity  of  anyone  be- 
ing seated  below  anyone  else.  In  Roman  times, 
people  reclined  on  low  couches  to  eat.  Everyone 
washed  before  eating,  beginning  with  the  most 
important  person. 

The  knife  was  one  of  the  first  implements  de- 
vised by  man,  but  a  table  knife  was  a  rarity  even 
three  hundred  years  ago.  Even  in  the  magnificent 
court  of  Louis  XIV,  forks  for  eating  were  un- 
known, though  a  crude  fork  with  two  prongs  was 
used  when  preparing  food.  Ivory,  wooden  and 
stone  spoons  were  used  by  the  Egyptians.  Chop- 
sticks used  by  the  Chinese  and  Japanese  require 
that  food  be  chopped  in  little  pieces  before  being 
brought  to  the  table.  Primitive  man  used  broad 
leaves  for  dishes  and  cocoanut  shells  for  cups. 
Pottery  was  developed  early  and,  with  the  advent 
of  fire,  it  was  possible  to  make  it  harder  and  more 
waterproof.  The  Greeks,  Romans,  and  Assyrians 
were  noted  for  their  beautiful  pottery.  The  Egyp- 
tians are  credited  with  the  first  glass  blowing.  At 
first  food  was  served  in  large  bowls  from  which 
everyone  dipped  food.  This  use  of  a  common  dish 
still  persists  throughout  the  Middle  East.  The 
use  of  candles  was  a  necessity  at  one  time.  We 
continue  the  tradition  of  placing  candles  on  the 
table  to  add  to  festive  occasions.  A  quarter  of  a 
century  ago  it  was  the  custom  to  load  the  table 
with  all  sorts  of  glasses,  silver  bowls,  and  hand 
painted  china.  Scarcely  a  square  inch  of  table- 
cloth showed  through.  Today,  good  taste  demands 
the  opposite;  the  table  arrangement  is  kept  rela- 
tively simple.  As  man  has  become  civilized,  his 
eating  habits  have  taken  on  social  significance. 
The  correct  use  of  table  manner  involves  more  than 
a  knowledge  of  which  fork  to  use.  Grace,  poise, 
and  ease  at  meals  come  through  practice. 

1.  The  Forsaken,  Part  II,  by  Duncan,  Campbell  and  Scott; 
Creative  Living  5,  'Literature  20  text),  Pages  228-229. 

2.  Dissertation  on  Roast  Pig  by  Charles  Lamb,  Adventures  in 
English  Literature  (Literature  21  text).  Pages  387-391,  or 
English  Literature  with  Readings  (formerly  text  for  Survey 
of  English  Literature),  Pages  282-285. 
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GRADE  SEVEN,  Unit  VIII. 

ACCIDENTAL  DEATHS  OF  CHILDREN  IN  CANADA 

Birth-4     years  inclusive  5-9  years  inclusive  10-14  years  inclusive 

1950         1951  1952         1950         1951  1952         1950  1951  1952 

Total  Accidental  Deaths  1,068  1,102  1,208  441  483  532  285  292  346 

Railwa>   accidents  438322852 

Motor  vehicle   accidents   184  227  282  215  257  237  87  97  117 

Other  road   vehicle   accidents   753  11  11  9876 

Water  transport   accidents   5  10  5  12  17  10  10  13  27 

Aircraft    accidents    1  1 

Accidental  drowning  and  submersion  136  127  174  92  86  127  76  83  % 

Accidents  caused  by  fire  and  explosion  of 

combustible  material  (conflagration)  138  155  162  48  54  76  18  19  24 

Accidents  caused  by  hot  substance,  corrosive, 

liquid,  steam  and  radiation  43  38  29  4  2  1 

Accidents  caused  by  firearms  _ 2  4  2  11  5  11  29  18  24 

Accidental  falls  49  42  36  10  18  8  7  11  11 

Accidental  poisonings  48  47  38  5  6  3  3  2 

Accidents  caused  by  electric  current  2  3  13  4  3  3 

Inhalation  and  ingestion  of  any  object  causing 

obstruction  or  suffocation  239  252  259  5  1  9  2  1  2 

Other  accidental  deaths  211  192  207  24  29  33  33  31  32 

NOTE:  Note  the  high  evidence  of  accidental  poisoning  in  the  lower  age  groups,  the  high  incidence  of  deaths  due  to  firearms  in  the 
higher  age  groups,  and  the  large  total  number  of  drownings,  especially  in  the  lower  age  groups.  Nearly  all  of  these  accidents 
are  preventable.  These  figures  were  compiled  from  the  Vital  Statistics  of  Canada  by  the  Division  of  Child  and  Maternal 
Health  of  the  Health  League  of  Canada. 

-HEALTH  FACTS, 


THE  LEADING  CAUSES  OF  ACCIDENTAL 
DEATH 

Although  accidents  are  largely  subject  to  con- 
trol, they  take  about  95,000  lives  annually  in  the 
United  States.  They  are  among  the  first  five 
causes  of  death  at  every  age  period,  and  outrank 
every  disease  as  a  killer  among  children  and  young 
adults. 

The  accidental  death  rate  at  all  ages  combined  is 
much  higher  among  males  than  among  females ;  in 
1951-52  the  rates  for  the  two  sexes  averaged  87.5 
and  37.4  per  100,000,  respectively,  a  ratio  of  21/3 
to  1.  The  higher  toll  among  males  reflects  not 
only  their  greater  exposure  to  occupational  and 
recreational  hazards,  but  also  their  greater  daring. 
Many  types  of  mishaps  contribute  to  the  heavy 
loss  of  life  from  accidents,  but  the  majority  of  the 
deaths  are  caused  by  relatively  few  types  of  injury. 
This  holds  true  at  every  age  period  in  both  sexes. 

Motor  vehicle  mishaps  are  a  dominant  item  in 
the  accident  picture  at  every  period  of  life  under 
age  65 ;  at  the  older  ages  they  are  outranked  only 
by  falls.  Among  males,  motor  vehicle  accidents 
accounted  for  at  least  30  per  cent  of  all  accidental 
deaths  in  every  age  group ;  at  ages  20-24  they  were 
responsible  for  65  per  cent  of  the  total.  It  is 
significant  that  among  these  young  men,  aircraft 
fatalities  ranked  second  as  a  cause  of  accidental 
death.  Among  females,  motor  vehicles  are  rela- 
tively more  important  than  among  males  during 
the  greater  part  of  life ;  however,  in  terms  of  ac- 
tual death  rates,  females  consistently  have  the 
more  favorable  experience.  For  each  sex,  the  loss 
of  life  among  drivers  and  passengers  exceeds  that 


among  pedestrians  in  virtually  every  age  period, 
and  by  a  very  considerable  margin  in  early  adult 
life. 

The  mortality  from  accidental  falls  increases 
very  sharply  with  age.  In  19521  -  52,  the 
average  death  rate  from  this  cause  among  men 
rose  from  15.8  per  100,000  in  the  age  range  45-64 
to  97.5  at  ages  65  and  over;  for  females  the  cor- 
responding rise  was  from  5.7  to  140.3  per  100,000. 
More  than  70  percent  of  all  deaths  from  accidental 
falls  occur  at  ages  65  and  over.  The  large  majority 
of  these  fatal  injuries  among  the  ages  are  sus- 
tained in  the  home. 

In  contrast  to  the  experience  for  falls,  drownings 
are  much  more  frequent  among  males  than  among 
females,  and  take  their  largest  toll  among  children 
and  young  adults.  In  1951-52,  drowning  accounted 
for  one  in  every  four  deaths  from  accidents  among 
boys  at  ages  5-14,  and  for  one  in  every  seven  at 
the  pre-school  age  and  the  late  teens.  The  high- 
est death  rate  from  drowning  among  males — 12,3 
per  100,000 — was  recorded  at  ages  15-19;  among 
the  females,  the  maximum  was  only  2.9  per  100,- 
000,  and  occurred  at  ages  1-4. 

Fires  constitute  a  leading  accident  hazard,  tak- 
ing almost  as  many  lives  as  drowning  among 
males  and  about  four  times  as  many  as  drowning 
among  females  at  all  ages  combined.  Young  child- 
ren and  old  people  are  the  principal  victims,  in 
part  because  they  are  often  unable  to  escape  when 
a  conflagration  occurs.  Fatal  burns  are  also  sus- 
tained when  persons  come  in  contact  with  hot 
substances  or  objects  (liquids  and  steam,  stoves, 
etc.).     In  1951-52,  such  burns  were  among  the 
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first  five  causes  of  accidental  death  only  among 
women  at  ages  65  and  over.  Several  decades  ago 
burns  other  than  those  in  fires  accounted  for  a 
much  larger  death  toll  than  they  do  currently,  a 
large  part  of  the  reduction  in  mortality  resulting 
from  the  modernization  of  the  home  and  advances 
in  the  treatment  of  severe  burns. 

Other  causes  of  accidental  death  are  prominent 
only  at  certain  age  groups.  Accidents  involving 
machinery,  as  one  would  expect,  show  up  only 
among  men  in  the  main  working  ages  of  life.  The 
highest  death  rate  from  firearm  mishaps  occurs 
among  boys  in  the  late  teens.  Accidental  poison- 
ing by  solids  and  liquids,  and  gas  poisoning  also 
account  for  an  appreciable  mortality  at  some  peri- 
ods of  life. 

—STATISTICAL  BULLETIN, 

Metropolitan  Life  Insurance  Company, 
October,  1955. 

DANGER  SPOTS  IN  AND  ABOUT  THE  HOME 

Accidents  in  and  about  the  home  account  for 
about  28,000  deaths  a  year  in  the  United  States. 
This  is  nearly  one  third  of  the  fatahties  sustained 
in  accidents  of  all  types  and  almost  twice  the  toll 
exacted  by  occupational  mishaps.  Both  sexes  and 
all  age  groups  contribute  to  this  heavy  loss  of  life. 
Although  measurable  progress  has  been  made  in 
reducing  the  death  rate  from  home  accidents, 
they  still  rank  among  the  leading  causes  of  death. 

Fatal  mishaps  occur  in  every  part  of  the  house 
and  in  the  outdoor  area  around  it.  These  data  are 
derived  from  the  death  claim  records  of  663  Indus- 
trial policyholders  of  the  Metropolitan  Life  Insur- 
ance Company  at  ages  15-69  years  who  lost  their 
lives  in  home  accidents  in  1951.  While  these 
insured  are  mainly  urban  dwellers,  their  experience 
affords  a  good  picture  of  the  situation  in  the 
general  population. 

The  bedroom  and  the  stairs  accounted  for  nearly 
one  half  of  all  the  fatal  injuries  sustained  in  the 
home.  Among  men,  stairs  and  steps  were  first, 
with  more  than  one  quarter  of  all  the  fatalities, 
while  the  bedroom  ranked  second.  Among  women 
the  order  was  reversed. 

For  each  sex,  fully  one  half  of  the  fatal  injuries 
in  the  bedroom  resulted  from  conflagrations  or 
burns  by  other  means.  Actually,  from  the  details 
available,  it  appears  that  little  more  than  one 
third  of  these  conflagrations  had  their  origin  in 
the  bedroom;  many  spread  from  the  kitchen  or 
living  room.  The  absorption  of  poisonous  gas  is 
another  leading  cause  of  accidental  death  in  the 
bedroom.  Here  again,  in  only  about  one  half 
of  the  cases  did  the  lethal  gas  originate  in  the 
bedroom ;  in  nearly  as  many  cases  the  source  was 
the  kitchen. 

Not  a  few  of  these  bedroom  fatalities  resulted 
from  careless  smokinsr  of  cisrarettes  or  mves  in 


bed.  At  least  12  men  and  10  women  were  burned 
to  death  because  of  this  fool-hardy  practice.  In 
addition,  three  people — a  man  and  two  women — 
were  asphyxiated  by  smouldering  mattresses,  ac- 
cidentally ignited  by  cigarettes.  Some  of  the 
careless  smokers  who  lost  their  lives  were  bed- 
ridden or  paralyzed. 

Fatal  falls  also  contributed  materially  to  the 
toll  of  accidental  injury  in  the  bedroom.  Such  in- 
juries were  about  evenly  divided  into  falls  on  the 
same  level  and  those  from  one  level  to  another. 
The  first  group  included  slipping  on  wet  floor,  trip- 
ping on  nightgown,  colliding  with  chair,  and  faint- 
ness.  In  the  second  group,  falling  out  of  a  window 
was  an  important  item  amonsr  males,  while  falls 
out  of  bed  were  most  frequently  mentioned  among 
females.  Accidental  poisoning  by  solids  or  liquids 
and  injury  by  firearms  also  figured  in  the  total 
for  the  bedroom. 

The  stairs  and  steps,  as  already  noted,  all  too 
often  are  the  site  of  accidents.  Hallway  stairs 
account  for  the  largest  number  of  such  fatalities, 
particularly  among  women.  Among  males,  falls 
on  cellar  or  outside  steps  added  considerably  to 
the  total. 

The  kitchen  accounted  for  about  one  seventh  of 
all  home  accident  fatalities  among  women,  but 
for  less  than  one  twentieth  among  the  men.  It  is 
not  surprising  that  women  suffered  more  burns  in 
the  kitchen  than  in  any  other  part  of  the  house, 
inasmuch  the  housewife  spends  many  hours  there 
over  boiling  pots  and  kettles,  cares  for  the  stove, 
and  does  the  laundry.  Similarly,  among  women 
fatal  falls  in  the  kitchen  are  also  relatively  fre- 
quent. Poisonous  gas  is  another  important  kit- 
chen hazard  for  both  sexes. 

The  outdoors  around  the  home  accounted  for 
almost  one  fifth  of  all  fatal  home  accidents  among 
men.  Mishaps  in  the  yard,  the  garage  and  on  the 
roof  of  the  house  took  the  majority  of  these  lives, 
reflecting  the  hazards  of  doing  the  chores  as  well 
as  the  appreciable  time  that  men  spend  in  these 
places. 

The  much  maligned  bathroom  was  a  relatively 
unimportant  factor  in  home  accidents,  about  one 
percent  of  men  and  five  percent  of  women  losing 
their  lives  there.  Falls  and  drowning  accounted 
for  most  of  the  fatalities  sustained  in  the  bath- 
room. 

—STATISTICAL  BULLETIN, 

Metropolitan  Life  Insurance  Company, 
November.  1952. 


ACCIDENT  TOLL  HIGH  AMONG  THE  AGED 

Accidents  are  a  major  threat  to  the  life  of  the 
aged,  outranking  every  other  cause  of  death  ex- 
cept the  cardiovascular  diseases  and  cancer.  Of 
the  100,000  deaths  from  accidents  in  the  United 
States  annually,  about  25,000  occur  among  peoples 


28 


at  ages  65  and  over.  These  elders  thus  contribute 
one  fourth  of  all  the  victims  of  fatal  accidental 
injury,  although  they  comprise  only  8  percent  of 
the  total  population.  As  the  chart  shows,  the 
death  rate  from  accidents  reaches  its  highest  level 
at  ages  65  and  over,  where  it  is  three  times  the 
rate  at  ages  45-64  and  seven  times  that  at  ages 
1-14. 

Physical  weakness,  impaired  motor  function, 
forgetfulness,  poor  vision,  and  other  infirmities  of 
later  life  make  the  aged  particularly  prone  to  mis- 
haps. Moreover,  when  these  people  are  involved 
in  accidents,  the  results  are  likely  to  be  serious. 
At  the  older  ages  bones  break  rather  easily  and 
do  not  join  very  readily;  burns,  cuts,  and  other 
types  of  injury  do  not  heal  rapidly.  In  addition, 
serious  complications,  such  as  pneumonia,  may 
set  in.  and  chronic  diseases  common  amonsr  the 
aged  may  have  a  fatal  termination. 

Recent  data  on  the  various  types  of  fatal  acci- 
dents among  people  at  ages  65-74  are  available 
from  the  experience  among  the  Industrial  policy- 
holders of  the  Metropolitan  Life  Insurance  Com- 
pany, most  of  whom  are  urban  residents.  The 
figures  for  each  sex,  relating  to  the  three-year 
period  1950-1952.  are  shown  in  the  table. 

Three  fourths  of  all  the  fatal  accidents  among 
these  older  policy-holders  were  due  to  two  types 
of  mishaps — falls  and  motor  vehicle  injuries 
Among  men  at  ages  65-74  motor  vehicle  injuries 
were  the  leading  cause  of  accidental  death,  out- 
ranking: by  a  small  marsrin  the  toll  exacted  by  falls. 
Among  women  at  these  ages,  fatal  falls  were  far 
ahead  of  every  other  type  of  accidental  injury, 
accounting  for  well  over  half  the  total.  Even 
though  motor  vehicle  injuries  ranked  second,  they 
were  still  responsible  for  nearly  one  fourth  of  all 
the  accidental  deaths  among  these  women. 

In  terms  of  actual  death  rates,  the  total  acci- 
dent mortality  among  males  was  not  far  from 
twice  that  for  females.  Moreover,  the  toll  from 
motor  vehicle  accidents  was  virtually  three  times 
as  great  for  men  as  for  women  at  ages  65-74.  The 
wide  sex  difference  in  the  mortality  from  motor 
vehicle  accidents  reflects  mainly  the  higher  pro- 
portion of  time  spent  by  men  on  streets  and  high- 
ways. In  each  sex,  the  majority  of  such  fatalities 
were  among  pedestrians,  indicating  the  difficulty 
that  older  people  have  in  coping  with  modern  traf- 
fic conditions.  Yet  a  substantial  proportion  of  the 
fatalities  also  occurred  among  drivers  and  passen- 
gers in  motor  vehicles. 

Fatal  falls  likewise  occurred  under  a  variety  of 
circumstances.  A  considerable  proportion  occured 
in  falls  from  one  level  to  another.  Stairs  and  steps 
accounted  for  the  majority  of  such  fatalities,  while 
falls  from  windows,  porches,  and  other  high  places 
also  contributed  to  the  total.  Many  of  the  fatal 
falls  in  this  study  were  sustained  by  older  men 


and  women  who  were  simply  walking  in  the  street 
or  about  the  house.  Illness  or  physical  weakness 
played  a  major  role  in  many  of  these  cases.  Among 
the  other  types  of  accidents  which  caused  death 
among  the  aged,  burns  and  conflagrations  were 
important  items.  Drowning,  railway,  machinery, 
and  firearm  accidents,  while  relatively  infrequent 
as  causes  of  death  among  the  women,  accounted 
for  an  appreciable  death  toll  among  the  men. 

Accidents  are  much  more  subject  to  control 
than  any  of  the  other  major  causes  of  death  among 
the  aged.  The  record  for  the  past  two  decades 
shows  that  the  mortality  from  accidents  at  the 
later  ages  has  decHned  more  rapidly  than  that 
from  disease.  Further  progress  would  be  made  if 
elders  learned  to  adjust  their  habits  in  accordance 
with  their  changing  physical  condition  and  if 
their  environment,  particularly  in  the  home,  were 
made  as  free  from  hazard  as  possible. 
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Death  Rates  From  Accidents  by  Type  at  Ages 
65-74  by  Sex 

Average  Annual  Death 

Rates  Per  100.000 
TYPE  OF  ACCIDENT 

Total 

Persons  Males  Females 

Accidents   —   total   103.4  147.6  79.0 

Falls 46.3  50.3  44.1 

Motor  vehicle  —  total  30.8  53.4  18.4 

Collision  with  pedestrian 19.1  36.0  9.9 

Burns  and  conflagrations  _ 8.4  10.6  7.2 

Absorption  of  poisonous  gas  2.5  2.6  2.4 

Drowning   „ 2.2  4.8  .8 

Railway  1.7  3.8  .6 

Machinery    1.1  3.0  .1 

Poisoning  by  solids  or  liquids  ...           .8  1.1  .6 

Firearm    .5  1.4  — 

Industrial  Department,  Metropolitan  Life  Insurance  Co.,  1950-1952 
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GRADE  EIGHT,  Unit  VIII. 

ACCIDENTS— A  THREAT  TO  SCHOOL 
CHILDREN 

Accidents  in  our  country  claim  about  6,000  lives 
annually  among  children  at  ages  5  to  14  years. 
This  is  nearly  twice  the  total  of  young  lives  taken 
by  leukemia  and  other  cancers,  acute  poliomyelitis, 
and  pneumonia  and  influenza.  Accidents  now  ac- 
count for  fully  one-third  of  all  deaths  at  the 
elementary  school  ages,  whereas  about  15  years 
ago  the  proportion  was  only  one  fifth.  This  rela- 
tive increase  reflects  the  more  rapid  gains  achiev- 
ed in  the  conquest  of  disease  than  in  the  control 
of  accidents.  While  the  rate  from  fatal  injuries 
at  the  school  ages  fell  30  percent  between  1933- 
1934  and  1948-1949,  the  mortahty  from  disease 
dropped  65  percent.  Now  more  than  ever  before, 
accidents  constitute  the  greatest  threat  to  the  life 
of  American  youngsters. 

An  insight  into  how  and  where  school-age  boys 
and  girls  lose  their  lives  in  mishaps  is  provided  by 
the  claim  records  of  children  insured  in  the  Indus- 
trial Department  of  the  Metropolitan  Life  Insur- 
ance Company  who  died  in  accidents  in  1951.  They 
are  mostly  urban  children,  but  their  experience, 
as  shown  in  the  table,  affords  a  good  picture  of  the 
situation  among  children  in  the  general  popula- 
tion of  the  United  States. 

Mishaps  involving  motor  vehicles  are  the  lead- 
ing cause  of  accidental  death  at  the  school  ages, 
accounting  for  39  percent  of  all  fatal  injuries  in 
1951.  Next  in  order  is  drowning,  with  30  percent 
of  the  total.  Together,  these  two  types  of  acci- 
dents contributed  well  over  two  thirds  of  the  476 
fatalities  under  review.  Bums  and  conflagrations 
third  in  rank,  account  for  9  percent  of  the  deaths, 
and  firearm  accidents  for  nearly  5  percent. 

The  relative  importance  of  the  various  types  of 
accidents  in  this  study  is  determined  largely  by 
the  experience  among  boys,  who  contributed  four- 
fifths  of  all  the  deaths.  Among  girls  of  school  age, 
motor  vehicle  mishaps  accounted  for  one  half  of 
the  fatalities,  a  higher  proportion  than  among 
boys.  Burns  and  conflagrations,  ranking  second, 
contributed  about  one  fifth  of  the  fatal  injuries 
among  girls,  followed  closely  by  drownings. 

Of  the  186  children  killed  by  motor  vehicles  in 
this  insurance  experience,  at  least  145  were  hit 
or  run  over;  only  a  relatively  small  proportion 
of  the  victims  were  passengers  of  automobiles  at 
the  time  of  the  accident.  The  details  available 
from  the  death  claim  reports  point  up  the  hazards 
that  youngsters  face  in  using  streets  and  highways 
as  thoroughfares  or  play  areas.  Twenty-two  of 
the  fatally  injured  children  are  known  to  have 
been  hit  or  run  over  when  they  ran  into  or  played 
on  streets  or  highways.  About  the  same  number 
were  killed  while  crossing  thoroughfares ;   among 


girls  hit  or  run  over  by  motor  vehicles,  crossing 
accidents  led  all  others.  Youngsters — virtually  all 
boys  —  struck  while  riding  bicycles  accounted  for 
the  loss  of  thirty  lives  in  this  study.  Some  of 
these  fatalities  occurred  through  the  carelessness 
of  drivers  of  automobiles  or  trucks,  but  a  number 
resulted  from  the  lack  of  caution  and  hazardous 
practices  of  cyclists.  Motor  vehicles  fatally  injured 
six  children  coasting  on  sleds. 

Nine  tenths  of  the  144  drownings  were  among 
boys,  reflecting  their  greater  tendency  to  play 
away  from  home  and  their  more  venturesome 
inclinations;  24  of  the  victims  fell  into  rivers, 
creeks,  or  canals;  some  were  playing  alongside 
these  bodies  of  water,  while  others  slipped  into  the 
water  while  fishing.  Wading,  swimming,  and  ac- 
cidents involving  small  boats  or  rafts  each  took  20 
or  more  lives.  Playing  on  thin  ice  accounted  for 
eleven  of  the  drownings. 

More  than  half  of  the  45  children  who  died  from 
burns  and  conflagrations  were  trapped  in  burning 
buildings.  The  remainder  were  attributed  to 
a  variety  of  circumstances,  such  as  pouring  flam- 
mable liquids  on  bonfires,  playing  around  oil  drums 
or  oil  tanks  which  exploded,  or  clothing  ignited 
by  stoves  or  some  other  heating  apparatus. 

All  of  the  23  fatalities  from  firearms  were  among 
boys.  Hunting  and  shooting  at  logs  or  other 
outdoor  targets  took  eight  lives.  Playing  with 
guns,  including  one  who  was  playing  "Russian 
roulette,"  claimed  seven  victims  in  this  insurance 
experience.  As  usual,  "thinking  the  gun  wasn't 
loaded"  figured  in  the  record. 

Falls  accounted  for  17  deaths,  three  of  them 
among  girls.  Contributing  to  the  total  were  falls 
from  a  roof,  a  tree,  a  fence,  and  a  slide.  Injuries 
in  diving,  scuffling  on  ice,  and  racing  on  roller 
skates  in  the  street  also  took  several  lives;  only 
2  of  the  17  fatalities  involved  stairs. 

Several  additional  means  of  injury  merit  at 
least  brief  mention.  Hanging  or  strangulation 
while  playing  with  ropes,  belts,  and  the  like  caused 
the  loss  of  eight  lives;  one  of  the  victims  was 
strangled  while  playing  cowboy  with  a  slip-knotted 
rope.  Seven  youngsters  of  school  age  were  struck 
by  trains  while  walking  on  tracks  or  playing  on  a 
railroad  right-of-way  or  between  trains.  Electric 
current  killed  four  children  while  they  were  play- 
ing near  a  third  rail,  an  electric  transmission 
tower,  or  an  electrified  fence. 

This  study  clearly  shows  the  need  for  intensifi- 
cation of  safety  education  both  in  the  schoolroom 
and  in  the  home.  Particular  emphasis  must  be 
put  on  reducing  motor  vehicle  accidents  and  fata- 
lities arising  out  of  recreational  activities.  Acci- 
dents— by  far  the  leading  cause  of  death  among 
children — are,  for  the  most  part,  preventable. 

— Statistical  Bulletin,  Metropolitan  Life   Insurance 
Company,  September,  1952. 
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GRADE  SEVEN,  Unit  IX.  are  as  follows:    (1)  Jenny  Lind,   (2)  Thomas  A. 

Edison,  (3)  Jane  Addams,  (4)  George  Gershwin, 

KEY  TO  EARLY  SIGNS  OF  FUTURE  SUCCESS      (5)  Florence  Nightingale,  (6)  Benjamin  Franklin, 

If  Gi-owing  Up:    Billett  and  Yeo,  is  available      (7)   Cornelia  Otis  Skinner,   (8)   Lou  Gehrig,   (9) 

and  Pages  1-12  are  used  as  reference  material,  the     Helen  Keller,    (10)   Edward  W.  Bok,    (11)    Kate 

persons  referred  to  whose  names  are  not  supplied     Douglass  Wiggin,  (12)  George  Washington  Carver. 
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RESOURCE   MATERIAL   IN   ALCOHOL   EDUCATION 


SUGGESTED  APPROACH 
A  Statement  of  the  Problem 

"Any  question  to  which  there  is  no  satisfactory 
answer  is  a  problem.  An  unanswered  question 
which  concerns  a  large  number  of  people,  and 
which  touches  them  seriously,  and  in  many  ways, 
is  a  great  problem.  Why  people  drink  alcoholic 
beverages;  why  some  drink  to  excess;  what  hap- 
pens when  they  drink  only  small  amounts ;  what  is 
moderation  and  what  is  excess ;  how  inebriety  may 
be  prevented ;  how  it  may  be  cured — all  are  ques- 
tions which  concern  every  person,  either  directly 
as  they  affect  his  own  conduct  and  health,  or 
indirectly  as  they  affect  the  conduct  and  health 
of  a  relative,  a  friend,  an  employee,  or  the  com- 
munity as  a  whole." 

— The  Problems  of  Alcohol,  Lay  Supplement  No.  1, 
Quarterly  Journal  of  Studies  on  Alcohol. 

"Alcohol  has  caused  serious  problems  in  society 
ever  since  primitive  man  first  discovered  fermen- 
tation through  accidental  over-exposure  of  fruit 
juices  to  the  sun.  Unfortunately,  however,  in  all 
this  time  no  satisfactory  solution  to  these  problems 
has  been  found.  The  approaches  to  it  have  been 
inadequate  because  they  have  afforded  only  a 
partial  remedy  and  have  tended  to  confuse  the 
issues: 

1.  By  making  it  appear  to  be  only  a  legal  prob- 
lem. 

2.  By  making  it  appear  to  be  only  a  medical 
problem. 

3.  By  presenting  only  the  harmful  physiologi- 
cal effects  of  alcohol. 

4.  By  making  it  appear  to  be  only  a  moral  prob- 
lem. 

"Experience  indicates  that  no  one  solution  to 
this  total  complex  problem  will  be  sufficient.  The 
total  approach  must  include  continued  scientific 
research  on  broad  social  measures,  education  of 
the  individual  and  of  society,  economic  adjust- 
ments, and  rehabilitation  of  inebriates." 

— Connecticut  Guide  to  Alcohol  Education. 

The  Fundamental  Philosophy  of  the  Program 

The  purpose  of  the  alcohol  education  program 
is  not  to  conduct  a  campaign  for  or  against  the 
use  of  alcohol.  The  aim  is  to  give  the  students 
factual  information  to  assist  them  in  making  their 
own  decisions  in  relation  to  alcohol.  The  Alberta 
Department  of  Education  subscribes  to  the  philo- 
sophy outlined  in  the  British  Columbia  Manual  of 
Reference  for  Alcohol  Education: 

"The  use  of  alcoholic  beverages  by  society  has 
existed  for  thousands  of  years  in  most  countries 
despite  legal  and  social  attempts  to  prohibit  it.      of 


"The  abuse  of  the  custom  of  drinking  presents 
many  undesirable  social,  personal  and  economic 
problems,  and  the  characteristics  of  modern  so- 
ciety, with  its  stresses,  strains  and  emotional  ten- 
sion, have  increased  the  magnitude  and  complexity 
of  these. 

"The  most  hopeful  approach  today  toward  a 
solution  of  such  problems  lies  in  a  sound  and 
scientific  educational  program,  which  presents, 
through  all  available  media,  and  in  a  factual,  im- 
personal, and  positive  manner,  the  latest  scientific 
findings  concerning  alcohol. 

"Such  a  program  must  not  convey  the  impres- 
sion that  drinking  is  a  worthy  habit  for  young 
people.  It  must  not  undermine  the  influence  of 
a  good  home  in  which  alcohol  is  used  in  modera- 
tion. It  must  not  use  exaggeration,  over-emphasis, 
exhortation,  or  other  similar  approaches. 

"Such  a  program  should  present  to  the  student, 
not  preconceived  conclusions  concerning  alcohol, 
but  such  information  as  will  enable  him,  with  the 
advice  of  his  parents^  to  form  his  own  reasoned 
conclusions  when  years  of  discretion  are  reached. 

"It  is  recognized  that  there  are  many  possible 
approaches  to  the  solution  of  any  modern  social 
problem.  The  program  of  alcohol  education  should 
not  be  viewed  as  a  campaign.  It  is  a  long-term 
educational  effort.  Despite  its  limitations,  it  is 
considered  to  be  a  necessary  and  fundamental 
part  of  any  progress  toward  a  solution  of  the 
problems  of  alcohol." 

— B.C.  Manual  of  Reference  for  Alcohol  Education. 

Introducing  the  Subject 

In  the  analysis  of  this  material  the  students 
should  be  encouraged  to  adopt  an  objective  atti- 
tude, searching  for  facts  upon  which  to  base  their 
opinions.  Teachers  should  use  sufficient  initiative 
to  guide  their  students  into  an  understanding  of 
the  issues  involved  without  exhibiting  appreciable 
bias. 

Care  should  be  taken  to  insure  that  terms  are 
carefully  defined  in  dealing  with  facts  about  alco- 
hol. For  example,  the  word  "alcoholism"  may 
mean  anything  to  the  student  from  occasional 
drinking  to  excessive  drinking.  There  is  also 
danger  in  permitting  the  use  of  such  emotionally 
charged  words  as  "poison" — which  is  often  used 
to  describe  alcoholic  beverage — in  the  hope  that 
it  will  discourage  the  listener  from  touching  any- 
thing associated  with  such  a  label.  The  effect  of 
such  extravagant  expressions  is  to  make  the 
average  student  somewhat  skeptical  of  the  truth 
the  information  presented. 
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"The  only  effective  approach  is  an  appeal,  not 
to  fear  or  prejudice,  but  to  intelligence.  Our  young 
people  cannot  be  browbeaten  into  righteousness  or 
frightened  into  good  behavior.  They  are  alert  to 
detect  exaggeration,  and  are  not  moved  by  sanc- 
timonious exhortation.  It  is  this  kind  of  approach 
which  too  often  has  made  temperance  teaching  in 
the  past  what  one  well-known  educator  called  a 
"pedagogical  monstrosity", 

— Raymond  B.  Fosdick  and  Alberta  L.  Scott; 
Toward  Liquor  Control,  New  York,  1933. 

Misconceptions  About  Alcohol 

By  reading  through  the  reference  materials  and 
printed    source   material,   teachers    can    acquaint 


themselves  with  most  of  the  popular  mis- 
conceptions concerning  alcohol  and  alcoholism. 
These  misconceptions  will  crop  up  frequently 
throughout  the  class  discussion.  Teachers  should 
watch  closely  for  them  and  ensure  that  the  class 
is  supplied  with  the  facts.  Popular  theories  will 
probably  be  introduced,  such  as  that  "alcohol  is 
good  for  a  cold"  or  that  it  is  the  sign  of  a  gentle- 
man "to  be  able  to  hold  your  liquor".  In  many 
cases  these  beliefs,  inaccurate  though  they  may 
be,  have  been  accepted  by  people  because  they 
have  heard  them  frequently.  It  will  probably  be 
noted  that  students  tend  to  cling  to  these  beliefs, 
despite  scientific  evidence  to  the  contrary.  This 
should  not  be  taken  too  seriously,  as  the  student 
will  probably  change  his  mind  in  later  years. 


GRADE  NINE,  Unit  III.,  Section  III. 

WHAT  HAPPENS  TO  ALCOHOL  IN  THE  BODY? 

A.  Digestion :  Alcohol  is  one  of  the  few  chemical 
substances  other  than  common  foods  which  can 
be  used  up  in  the  body  with  the  liberation  of 
energy.  As  soon  as  alcohol  is  swallowed  it 
begins  to  be  absorbed  into  the  blood  stream 
through  the  blood  vessels  in  the  walls  of  the 
stomach  and  in  the  small  intestine.  Absorp- 
tion is  slower  if  the  stomach  is  full  than  if 
the  stomach  is  empty.  Alcohol  requires  no 
digestion.  It  stays  in  the  blood  until  it  is 
oxidized  by  the  liver  or  eliminated  in  the  breath 
or  urine. 

B.  Oxidation:  From  the  standpoint  of  energy 
alcohol  can  replace  foods  in  the  diet.  An  ounce 
of  carbohydrate  yields  approximately  123  calo- 
ries of  heat  or  energy  in  oxidizing ;  an  ounce  of 
fat  yields  270  calories^  and  an  ounce  of  pure 
alcohol  yields  219  calories.  Foods,  however, 
are  also  sources  of  minerals  and  vitamins, 
which  alcohol  is  not. 

As  long  as  it  is  in  the  body  alcohol  is  burned 
at  a  steady  rate  in  preference  to  other  foods. 
It  supplies  about  seventy  to  eighty  percent  of 


C. 


the  energy  a  person  uses  when  lying  at  rest. 
Exercise  increases  the  amount  of  energy  a 
person  uses  but  the  energy  supplied  by  alcohol 
in  the  body  remains  constant.  A  person  doing 
active  muscular  work  would  therefore  need  to 
eat  other  foods  to  supply  energy  for  muscular 
work.  The  person  who  does  sedentary  work 
would  be  more  apt  to  cut  down  on  other  foods 
if  he  were  obtaining  calories  from  alcohol,  and 
would  suffer  nutritional  diseases  more  readily. 

The  oxidation  of  alcohol  begins  in  the  liver. 
The  end  products  of  this  oxidation  are  harm- 
less, namely,  carbon  dioxide  and  water.  Wood 
alcohol  cannot  be  oxidized  as  completely  by 
the  liver,  and  therefore  its  toxic  effects  last 
longer  and  are  more  dangerous. 

Elimination:  Alcohol  dissolved  in  the  blood 
evaporates  into  the  air  of  the  lungs.  A  definite 
ratio  exists  between  the  concentration  of  alco- 
hol in  the  blood  and  the  concentration  of  alcohol 
in  the  breath.  The  police  in  some  areas  use 
this  fact  in  determining  the  level  of  intoxica- 
tion of  drivers  who  are  given  breath  tests. 
Samples  of  their  breaths  are  taken  and  passed 
through  machines  such  as  the  alcoholmeter  and 
the  drunkmeter.  Alcohol  is  also  eliminated  by 
the  kidneys  in  urine. 
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GRADE  NINE,  Unit  V.,  Section  III. 

MISCONCEPTIONS  ABOUT  ALCOHOL 

There  are  many  commonly  held  misconceptions 
about  alcohol,  and  a  considerable  number  of  half 
truths.  Students  should  be  encouraged  to  exa- 
mine their  beliefs  in  the  light  of  research  on 
alcohol. 

1.  One  misconception  is  that  alcohol  is  a  stimu- 
lant because  of  the  apparent  "lift"  it  gives.  The 
apparent  relief  of  fatigue  and  the  readily  absorbed 
supply  of  energy  it  provides  tend  to  cause  further 
exertion  instead  of  the  rest  the  body  requires. 
Alcohol  in  itself  does  not  remove  fatigue  nor  pro- 
vide materials  for  body  repair.  The  burning  sen- 
sation in  the  mouth  and  throat  produced  by  strong 
alcoholic  beverages  momentarily  increases  the  rate 
of  the  heart  beat  and  the  depth  of  breathing.  This 
is  the  reason  why  brandy  or  some  other  strong 
drink  may  be  given  to  someone  who  is  about  to 
faint.  Smelling  salts  have  the  same  effect.  After 
the  initial  stimulation  alcohol  in  the  blood  stream 
is  a  depressant  of  the  nervous  system  and  as  such 
can  be  unmistakably  classified  as  an  anaesthetic. 
In  shock,  heat  exhaustion  and  snake-bite  the  blood 
pressure  is  lowered.  If  alcohol  is  used  for  its 
initial  stimulating  effect  its  ultimate  effect  will 
be  to  lower  further  the  blood  pressure  and  will 
harm  rather  than  benefit  the  patient. 

2.  Alcohol  has  the  effect  of  dilating  the  blood 
vessels.  This  causes  the  skin  to  flush  with  blood, 
with  a  resultant  loss  in  surface  heat.  This  makes 
the  practice  of  taking  a  drink  to  "warm  up"  when 
chilled,  or  when  going  out  into  the  cold,  a  very 
dangerous  procedure.  The  awareness  of  the  loss 
in  body  heat  is  dulled  by  the  depressant  effect  of 
alcohol,  so  that  the  person  does  not  realize  he  is 
chilled.  The  mild  sensation  of  warmth  which 
alcohol  produces  is  the  reason  why  it  is  some- 
times prescribed  for  old  people,  for  while  it  has 
no  curative  properties  it  may  counteract  some  of 
the  chilled  feeling  of  old  age. 

3.  It  is  a  common  misconception  that  alcohol 
can  "cause"  a  good  many  serious  diseases  ranging 
from  heart  disease  to  beri-beri.  While  it  may  be 
true  that  many  of  these  diseases  are  more  com- 
monly found  among  excessive  drinkers,  alcohol 
in  the  dilute  condition  in  which  it  is  commonly 
drunk  cannot  damage  body  tissues. 

4.  The  theory  that  beer  makes  a  person  fat  is 
only  true  in  so  far  as  beer  has  calories.  If  the 
combined  intake  of  calories  is  more  than  the  body 
uses,  fat  forms  from  the  excessive  food  calories. 

5.  Because  many  inebriates  show  a  family  pat- 
tern of  inebriety,  heredity  is  thought  by  some  to 
be  involved.  Students  of  heredity,  however,  while 
noting  that  abnormality,  especially  of  the  emo- 
tional and  mental  makeup,  is  much  more  frequent 


in  some  families  than  others,  agree  that  the  ab- 
normality need  not  take  the  form  of  inebriety. 
Whether  this  specific  abnormality  develops  de- 
pends in  part  upon  the  environment. 

6.  Alcohol  is  not  strictly  habit  forming  in  the 
sense  that  heroin  is.  However,  one  can  get  into 
the  habit  of  using  alcohol  to  escape  from  the  ordi- 
nary problems  of  living,  and  while  physical  ad- 
diction does  not  necessarily  occur,  alcohol  can  be 
very  habit-forming  from  a  psychological  point  of 
view. 

REFERENCES: 

Facts  About  Alcohol,  Chapter  III:   "Your  Stock  of  Facts" 
Alcohol  Education,  Pp.  36-40:  "Questions  Most  Often  Asked 
About  the  Effects  of  Alcohol". 

THE  EFFECT  OF  ALCOHOL  ON  THE  BODY 

A.  Desire  for  Food:  A  small  amount  of  alcohol 
may  increase  appetite.  Prolonged  excessive 
use  of  alcohol  decreases  hunger  and  appetite. 

B.  Respiration:  A  small  amount  of  alcohol  in- 
creases respiration  and  therefore  seems  to 
stimulate.  A  large  amount  slows  respiration 
and  a  very  high  concentration  in  the  blood 
(.5%)  may  paralyze  respiration,  and  result  in 
death. 

C.  Mouth,  Throat  and  Stomach  Lining:  Concen- 
trated alcohol  is  an  irritant  until  at  some  point 
above  50  percent  it  becomes  undrinkable.  It 
causes  a  burning  sensation.  In  one  unaccus- 
tomed to  drinking,  the  pylorus  valve  between 
the  stomach  and  the  intestine  may  have  a 
spasm  which  causes  nausea.  The  flow  of  diges- 
tive juices  is  stimulated  to  dilute  the  alcohol 
so  there  is  little  or  no  irritation  in  the  intes- 
tines. If  the  alcohol  is  taken  on  an  empty 
stomach,  all  these  acid  fluids  remain  in  the 
stomach  with  nothing  to  act  upon.  This  is 
why  alcohol  is  forbidden  to  people  with  gastric 
ulcers. 

D.  Heart  and  Circulation:  No  direct  injurious 
effect  is  evident.  In  drunkenness  the  heart 
is  weakened  but  it  recovers  strength  when  a 
person  becomes  sober.  The  initial  effect  of 
alcohol  in  concentrated  form  is  to  increase  the 
rate  of  the  pulse  and  to  increase  the  blood 
pressure  due  to  the  irritation  of  the  throat. 
The  blood  pressure  later  may  fall  owing  to  the 
relaxing  of  the  body.  The  blood  vessels  dilate 
causing  the  skin  to  flush  and  warm  and  the 
perspiration  may  then  increase. 

E.  Kidneys:  No  direct  injurious  action  of  alcohol 
on  the  kidneys  is  apparent  but  alcohol  does 
act  as  a  diuretic  or  drug  that  increases  the 
flow  of  urine.  The  pituitary  gland  has  a  secre- 
tion which  has  a  "hold  back"  action  on  the 
kidneys  and  bladder.  Alcohol  causes  a  decrease 
in  this  secretion  so  that  the  flow  of  urine  in- 
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creases  from  the  kidneys.  This  increased  flow 
of  urine  may  cause  the  thirst  that  follows  over- 
indulgence. 

F.  The  Liver:  When  large  quantities  of  alcohol 
are  drunk  the  liver  often  becomes  swollen  and 
inflamed.  Both  swelling  and  inflammation  dis- 
appear when  the  person  becomes  sober. 

G.  The  Cells:    When  large  amounts  of  alcohol  are 

in  the  body,  body  fluids  shift  from  inside  the 
cells  to  the  spaces  between  the  cells.  This  is 
another  cause  of  the  excessive  thirst  which 
occurs  in  hangovers.  The  body  does  not  return 
to  normal  until  the  cells  regain  their  fluid. 

H.  The  Brain:  Alcohol  passes  directly  into  the 
blood.  It  concentrates  most  heavily  in  tissues 
that  contain  large  amounts  of  blood,  such  as 
those  in  the  brain.  As  alcohol  acts  as  an  anaes- 
thetic, its  first  effect  is  to  produce  mild  relaxa- 
tion which  may  be  said  to  be  beneficial  if  the 
person  is  at  home  resting,  and  not  doing  some 
responsible  job.  As  the  concentration  of  alco- 
hol in  the  blood  increases  the  higher  control 
centres  of  the  brain,  those  that  regulate  judg- 
ment and  self-control,  are  affected.  Next  af- 
fected is  the  part  of  the  brain  that  controls 
motor  co-ordination.  When  this  is  dulled  a 
person  has  trouble  speaking  clearly,  and  may 
stagger.  Finally,  complete  anaesthesia  occurs. 
In  extreme  cases,  even  the  breathing  is  para- 
lyzed and  the  person  dies. 

THE  EFFECT  OF  ALCOHOL  ON  BEHAVIOR 

Alcohol  is  an  anaesthetic ;  its  action  is  primarily 
upon  the  function  of  the  brain. 

"In  mild  intoxication  there  is  usually  exaggerat- 
ed expression  of  the  emotions.  The  imbiber  talks 
and  laughs  more  than  is  customary  for  him;  his 
pathos  and  amusement  are  out  of  proportion  to 
the  triviality  of  the  conversation.  He  has  an 
increased  feeling  of  well-being,  of  good  fellowship, 
and  of  self-admiration,  especially  for  his  wit,  and 
a  vague  sensation  of  detachment  from  all  but  his 
immediate  surroundings.  There  is  no  marked  in- 
coordination, but  his  movements  may  be  exag- 
gerated, over-vigorous  and  aggressive  .  .  . 

"In  moderately  severe  intoxication,  unmistak- 
able drunkenness,  there  is  impairment  of  senses, 
thought  is  superficial,  and  conversation  flat.  There 
is  a  tendency  toward  flight  of  ideas;  there  may 
also  be  persistence  of  one  idea  with  monotonous 
repetition.  Judgment  is  clouded  and  self-criticism 
vanishes.  There  is  grotesque  disproportion  be- 
tween the  increased  feeling  of  competence  and  the 
decreased  ability  of  performance.  This  discrepan- 
cy is  sometimes  vaguely  sensed  and  results  in  a 
feeling  of  insecurity,  which  may  be  exhibited  as 
irritability  and  suspicion,  or  it  may  be  overcom- 
pensated  for  in  aggressive,  even  violent  behavior-. 


At  this  stage  of  drunkenness  muscular  incoordina- 
tion is  moderately  impaired;  there  may  not  be 
actual  staggering,  but  there  is  difficulty  in  using 
stairways  and  in  passing  through  doors.  Such 
incoordination,  when  sensed,  may  be  compensated 
for  by  exaggerated,  obvious  and  prideful  precau- 
tions .  .  . 

"In  severe  drunkenness  there  is  irrational 
thought  and  marked  impairment  of  perception. 
Loss  of  muscular  control  is  shown  in  the  stagger- 
ing gait,  the  slurred  speech,  and  in  diplopia  (seeing 
double) .  The  intoxication  may  then  pass  into  the 
stages  of  anaesthesia,  with  unconsciousness  and 
even  death  .  .  . 

"In  its  early  stages  intoxication  is  profoundly 
affected  by  psychological  influences ;  the  man  who 
I)elieves  that  mixed  drinking  will  make  him  drunk 
more  quickly  than  unmixed  drinks  probably  finds 
that  they  do.  He  anticipates  the  result — and  he 
is  not  disappointed.  As  0.  Henry  has  said,  'Some 
men  are  half  drunk  when  they  are  sober'  .  .  . 

"There  are  states  of  mind  in  which  there  is  a 
greater  readiness  for  lowering  the  barriers  than 
others.  Elation  is  one  such  state.  A  man,  when 
he  is  joyfully  celebrating  some  occasion  with  con- 
vivial friends,  gives  way  more  quickly  to  the  ef- 
fects of  alcohol  than  when  he  is  in  a  more  serious 
mood." 

—ALCOHOL  EXPLORED,  Pp.  114-120. 

ALCOHOL  AND  THE  TEEN-AGER 

Alcohol  generally  has  no  immediate  effect  on 
the  health  of  the  teen-ager.  A  possible  cirrhosis 
of  the  liver  or  other  such  condition  that  may  de- 
velop in  middle  life  is  not  of  much  concern  to  him. 
Alcohol  however,  might  be  responsible  for  his 
becoming  nauseated  at  a  social  gathering,  a  con- 
dition that  is  unpleasant  for  everyone. 

Alcohol's  primary  effect  is  on  the  brain.  First, 
it  affects  the  sense  of  discrimination  and  self- 
control  and  later  it  impairs  motor  co-ordination. 
Teen-agers  are  still  growing  and  find  it  difficult 
to  control  their  bodies,  emotions,  moods  and  social 
relationships  even  without  the  use  of  alcohol.  A 
teen-ager  who  uses  alcoholic  beverages  to  help  him 
have  a  good  time  at  a  party  reduces  the  oppor- 
tunity for  developing  the  social  skills  necessary 
for  desirable  adult  behavior.  W^ien  a  person  learns 
to  depend  on  such  a  psychological  crutch,  he  finds 
it  difficult  to  do  without  it. 

Ten  Points  for  Teen-Agers  to  Consider 

1.  Trustworthiness  and  responsibility  are  signs 
of  maturity.  Teen-agers  who  demonstrate  these 
qualities  are  usually  allowed  more  freedom.  Con- 
sider the  effect  on  family  relations  when  teen- 
agers break  this  trust  by  doing  things  their  pa- 
rents do  not  approve  of,  such  as  illicit  drinking. 


36 


2.  If  a  student  wants  to  get  along  with  his 
parents  at  home  and  yet  yields  to  the  pressure  of 
his  crowd  in  the  matter  of  drinking,  consider  the 
guilty  feelings  he  may  build  up. 

3.  The  law  generally  forbids  drinking  by  minors. 
How  are  his  relations  with  the  law  affected  when 
a  teen-ager  drinks  illegally? 

4.  A  primary  response  to  alcohol  is  aggression 
usually  in  the  form  of  showing  off.  A  student 
"under  the  influence"  is  less  able  to  resist  some 
foolish  dare  such  as  to  joy-ride  in  a  "borrowed" 
car. 

5.  With  impaired  judgment  a  boy  might  drive 
at  excessive  speeds  or  take  unnecessary  chances  to 
scare  or  impress  the  other  passengers  of  the  car. 
In  what  other  ways  do  drinking  drivers  demon- 
strate their  poor  judgment? 

6.  A  shy  student  may  gain  confidence  at  a  party 
after  a  few  drinks.  What  pattern  is  he  setting 
for  his  future  life  if  he  learns  to  rely  on  alcohol 
to  see  him  through  a  social  situation? 

7.  A  teen-ager  who  cannot  face  an  important 
social  situation  without  a  few  drinks  may  behave 
so  obnoxiously  at  the  party  that  he  may  be  con- 
sidered a  pest  when  future  parties  are  being  con- 
sidered. 

8.  Girls  who  normally  are  attractive,  groomed 
and  well-mannered  often  become  careless  and  di- 
shevelled under  the  influence  of  alcohol.  How  does 
alcohol  contribute  to  this  attitude? 

9.  If  a  teen-ager's  normal  judgment  and  self 
control  are  impaired  through  drinking,  normal 
wholesome  interrelationships  with  members  of  the 
opposite  sex  may  be  spoiled. 

10.  Dating  is  expensive  on  a  teen-age  budget 
often  involving  payment  for  entertainment,  food, 
transportation  and  flowers.  Is  the  additional  ex- 
pense for  liquor  worth-while  ? 

If  a  Teen-Ager  is  Offered  a  Drink, 
How  Might  He  React? 

Special  Note: — 

It  is  not  the  purpose  of  this  material  on  alcohol 
to  question  the  right  of  adults  to  drink,  or  to  take 
sides  for  or  against  drinking  by  adults.  The 
teacher  should  do  what  he  can  to  encourage  in 
teen-agers  an  understanding  of  the  problems  of 
alcohol.  They  need  to  be  prepared  to  make  per- 
sonal decisions  based  on  factual  knowledge  during 
their  teens. 

A  teen-ager  may  find  himself  in  a  situation  in 
which  others  are  drinking.  He  may  even  be  of- 
fered a  drink.  Such  situations  might  be  discussed 
with  the  student  in  order  that  he  may  know  how 


to  refuse  gracefully  without  embarrassment   to 
himself  or  to  others. 

Many  people  drink  to  increase  the  general  gaiety. 
A  teen-ager  is  naturally  noisier  and  livelier  than 
an  adult,  and  really  does  not  need  a  "lift".  It  is 
not  necessary  to  make  excuses  for  not  drinking. 
An  excuse  such  as  "I  am  in  training"  implies  that 
for  that  reason  only  the  teen-ager  does  not  want 
a  drink.  A  simple  polite  refusal  should  be  suffi- 
cient to  imply  that  one  does  not  care  for  a  drink. 
A  light  remark,  such  as  "FU  just  have  some  of 
the  mixer",  satisfies  most  people  who  offer  the 
drink.  At  any  party  where  alcoholic  drinks  are 
being  served,  plenty  of  "mixer"  or  other  non- 
alcoholic beverages  should  be  available  for  those 
who  do  not  drink.  It  is  poor  taste  to  force  any 
guest  either  to  take  alcohol  if  he  does  not  want 
it  or  to  sit  conspicuously  empty-handed. 

Emily  Post  in  her  newspaper  column,  says,  "It 
is  extremely  inhospitable  to  invite  people  to  your 
house  and  give  a  certain  number  of  them  not  a 
single  swallow  of  anything  they  can  drink.  In 
other  words,  to  force  people  to  go  thirsty  or  to 
drink  alcoholic  beverages  which  they  do  not  want 
is  as  inhospitable  as  to  invite  them  to  dine  and 
put  nothing  on  their  plates  but  the  one  item  of 
food  to  which  they  happen  to  be  allergic". 

A  refusal  need  not  be  embarrassing.  If  the 
person  refusing  in  so  doing  makes  everyone  else 
feel  uncomfortable,  he  may  be  guilty  of  bad  man- 
ners. If  people  make  an  issue  after  a  firm  but 
polite  refusal,  they  are  also  guilty  of  a  breach  of 
etiquette. 

MOTIVES  AND  EXPLANATIONS 
FOR  DRINKING 

Some  reasons  why  people  drink  are  presented 
here.  No  attempt  is  made  to  justify  these  reasons 
or  to  judge  whether  these  motives  are  "good"  or 
"bad". 

1.    Social  Custom 

a.  Folkways — It  is  a  custom  to  toast  the  bride, 
the  ruler,  or  the  health  of  someone  being 
honored. 

b.  Religious  ceremony — Wine  may  be  used 
symbolically  in  a  religious  ceremony,  such 
as  a  wedding,  the  Lord's  Supper,  Mass,  or 
a  baptism. 

c.  Certain  holidays — Alcoholic  beverages  are 
traditionally  associated  with  certain  holi- 
days; for  example,  the  flaming  plum  pud- 
ding and  wassail  bowl  are  associated  with 
Christmas. 

d.  Hospitality — Alcoholic  beverages  are  com- 
monly offered  as  a  gesture  of  hospitality. 

e.  Beverage  with  meals — Beverages  so  used 
are  low  in  alcoholic  content. 
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2.  Refusal  Might  Set  One  Apart  From  the  Crowd 

a.  Need  to  belong — Some  people  drink  to  be 
like  others,  to  keep  up  with  the  "set"  they 
are  travelling  with,  to  satisfy  the  need  to 
belong ;  this  is  especially  true  of  people  who 
feel  unsure  of  themselves. 

b.  Some  people  who  feel  that  drinking  alcohol 
is  wrong  or  unnecessary  do  not  like  to  re- 
fuse because  they  feel  a  refusal  would  seem 
like  condemning  the  others  in  the  party. 

c.  Some  people  who  drink  but  who  subcon- 
sciously feel  that  they  should  not,  may  in- 
sist on  others  drinking  even  against  the 
latters'  wish.  It  helps  the  drinkers  to  feel 
that  they  are  no  worse  than  their  com- 
panions. Little  fuss  would  be  made  over 
the  refusal  to  accept  a  cup  of  coffee  or 
some  item  of  food. 

3.  Advertising 

Much  the  same  approach  is  used  by  liquor 
manufacturers  in  advertising  their  products 
as  is  used  by  the  manufacturers  of  products 
such  as  perfumes,  cigarettes,  cars,  and  jewelry. 
There  is  an  attempt  to  associate  the  use  of  the 
product  with  glamor,  popularity,  importance, 
success.  The  effect  of  this  type  of  advertising 
particularly  on  the  impressionable  teen-ager, 
is  significant. 

4.  Relief  of  Tensions 

a.  Relieves  fatigue — Some  people  drink  to  re- 
lax and  to  relieve  fatigue,  or  at  least  the 
feeling  of  fatigue. 


b.  Breaks  the  ice — Many  people  drink  at  large 
gatherings  to  overcome  the  normal  reserve 
that  people  have  with  strangers. 

c.  Boredom — Some  people  do  not  know  what 
to  do  with  their  leisure  time.  They  lack 
either  the  intelligence  or  the  initiative  to 
devise  entertainment  for  themselves,  but 
find  that  drinking  alcohol  brings  a  substi- 
tute pleasure  with  little  effort. 

d.  Fears  or  nervousness — Many  people  drink 
in  order  to  overcome  fears  and  gain  a  sense 
of  courage. 

5.    Other  Reasons 

a.  "Being  an  Adult" — To  some  teen-agers, 
twenty-one  is  not  only  the  age  at  which 
one  is  an  adult,  but  also  the  age  at  which 
one  may  obtain  a  liquor  permit  or  enter  a 
beer  parlour.  Such  teen-agers  may  try  to 
"anticipate"  maturity  by  drinking  whatever 
they  can  get  to  prove  that  they  are  old 
enough  and  because  it  is  legally  forbidden, 

b.  Adventure — Some  teen-agers  drink  for  ad- 
venture. The  feeling  of  intoxication  is  a 
new  experience  and  they  do  not  wish  to 
miss   anything. 


REFERENCES: 
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GRADE  TEN,  Unit  III.,  Section  IV. 

THE  DISEASE  ALCOHOLISM 

General  Nature  of  the  Disease 

Alcoholism  is  an  illness  characterized  by  com- 
pulsive drinking.  The  excessive  habitual,  or  perio- 
dic use  of  alcoholic  beverages ;  the  inability  to  re- 
fuse drinks  at  will  under  certain  conditions;  the 
inability  to  control  the  amount  of  alcohol  consum- 
ed; and  the  progressive  disorganization  of  per- 
sonality are  symptoms  of  the  illness. 

Alcoholism  is  a  serious,  progressive  illness  which 
if  not  arrested,  will  result  in  a  physical,  emotional, 
and  social  breakdown,  sometimes  ending  in  in- 
sanity or  death.  It  strikes  individuals  at  every 
level  of  our  society.  Once  established  it  is  a 
chronic  condition ;  that  is,  although  the  illness  may 
be  arrested,  it  cannot  be  cured  in  the  sense  that 
the  alcoholic  can  become  a  controlled  drinker. 

The  Alcoholism  Sub-Committee  of  the  World 
Health  Organization  has  defined  alcoholism  as : 

"A  chronic  disease,  or  a  disorder  of  behavior, 
characterized  by  the  repeated  drinking  of  al- 
coholic beverages  to  an  extent  that  exceeds 
customary  dietary  use  or  the  ordinary  com- 
pliance with  the  social  drinking  customs  of 
the  community,  and  that  intereferes  with  the 
drinker's  health,  interpersonal  relationships, 
or  economic  functioning." 

Causes 

The  causes  of  alcoholism  are  not  fully  known 
but  leading  authorities  favor  those  theories  that 
include  a  combination  of  both  physiological  and 
emotional  or  psychological  factors. 

Although  problem  drinking  does  not  usually  de- 
velop without  years  of  excessive  drinking,  many 
who  have  been  habitual  excessive  drinkers  all  their 
adult  lives  never  lose  control,  do  not  go  on 
"benders",  and  do  not  seriously  jeopardize  their 
vocational  and  domestic  situations.  It  usually 
takes  from  five  to  fifteen  years  to  develop  an 
addiction  to  alcohol. 


Symptoms 

The  most  distinctive  symptom  of  alcoholism  is 
uncontrolled  drinking.  Whenever  an  alcoholic 
takes  a  drink,  a  chain  reaction  may  be  set  up  in  him 
by  which  he  experiences  an  increasing  and  uncon- 
trollable demand  for  more  alcohol.  Once  set  up, 
this  reaction  is  as  uncontrolled  by  the  will  as  is 
the  heart  beat. 

It  is  impossible  to  tell  in  advance  which  indi- 
viduals in  a  group  of  beginning  drinkers  will 
develop  the  illness,  alcoholism.  Thus,  all  those 
who  when  they  reach  maturity  choose  to  drink 


should  be  aware  of  some  of  the  reactions  that 
many  problem  drinkers  experience  early  in  their 
drinking  careers  before  the  illness  alcoholism  de- 
veloped, and  which  may  be  indications  of  incipient 
alcoholism. 

Pre- Alcoholic  Symptoms 

1.  One  of  the  warnings  is  that  a  person  has  a 
need  for  something  to  help  him  feel  more  at 
ease  in  a  situation  and  he  learns  that  a  drink 
will  do  the  trick;  or  he  feels  uncomfortable  in 
social  or  group  situations  unless  he  has  a  drink 
or  two. 

2.  He  avoids  functions  where  there  is  not  drink- 
ing;  or  feels  a  disinclination  to  attend. 

3.  He  has  an  uneasy  feeling  that  liquor  is  more 
important  to  him  than  it  is  to  others. 

4.  He  "primes",  that  is,  even  when  he  is  going 
to  functions  where  there  will  be  drinking,  he 
has  one  or  two  before  he  gets  there — to  be 
sure  he  gets  the  quantity  "he  needs". 

5.  He  tends  to  drink  the  first  one  quickly.  He 
finds  that  he  finishes  his  drinks  ahead  of  most 
of  the  others  in  his  group. 

6.  He  "sneaks"  drinks — he  has  one  or  two  more 
drinks  that  the  rest  do  not  know  about. 

7.  He  begins  to  lie  to  relatives  and  friends  about 
the  amount  he  drinks.  He  resorts  to  rationali- 
zations and  alibis. 

8.  The  drinker  has  several  "black-outs",  that  is, 
losses  of  memory,  for  all  or  part  of  a  drinking 
period. 

9.  He  consistently  drinks  more  than  he  intends. 

Treatment 

Alcoholism  is  never  "cured"  in  the  conventional 
sense  of  the  term.  Like  tuberculosis  and  diabetes, 
it  can  be  arrested,  but  it  remains  arrested  only 
while  the  patient  avoids  alcohol. 

There  is  no  single  road  to  the  rehabilitation  of 
the  alcoholic.  Minimal  requirements  consist  of 
physical  health  and  comfort,  rest,  and  food;  a 
relaxation  of  guilt  feelings;  a  developing  sense 
of  self -discipline ;  a  realistic  perception  of  the 
world  around  him  and  the  part  he  has  to  play  in 
it;  and  a  re-introduction  into  social  groups. 

The  most  effective  treatment  and  rehabilitation 
of  the  alcoholic  results  from  teamwork,  that  is 
from  the  combined  efforts  of  the  internist,  nurse, 
consultant  psychiatrist,  psychologist,  social  work- 
er, vocational  adviser,  in  conjunction  with  other 
available  resources,  particularly  Alcoholics  Anony- 
mous. The  alcoholic  usually  requires  the  under- 
standing and  support  of  his  family,  his  employer 
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and  his  spiritual  advisor.  The  emphasis  in  treat- 
ment is  determined  by  the  needs  of  the  "whole 
individual".  The  treatment  of  alcoholism  is  many 
sided  and  varies  with  the  individual's  needs.  It 
depends  on  his  physical  and  emotional  condition, 
his  background,  his  conscious  desire  to  recover, 
and  the  availability  of  help. 

There  is  no  short  cut.  The  complete  acceptance 
of  treatment  may  be  immediate  or  it  may  take 
months  or  even  years.  There  may  be  backsliding 
and  failures.  But  the  triumph  over  alcoholism 
can  be  and  is  being  won  by  growing  numbers  of 
once  seemingly  "hopeless"  alcoholics. 

The  initial  approach  to  the  patient  is  vitally 
important  and  it  is  essential  that  "those  others" 
who  wish  to  help  him  to  accept  treatment  be  aware 
of  the  real  problems  involved  and  understand  what 
to  say  and  do. 

HISTORY  OF  ATTEMPTS  TO  CONTROL 
DRINKING 

Primitive  people  regarded  alcohol  with  some 
awe  and  it  appears  to  have  held  a  deep  meaning 
for  the  group  in  religious  and  tribal  life.  How- 
ever, personal  intoxication,  apart  from  ceremoni- 
als, was  frowned  upon. 

Throughout  the  early  history  of  the  Christian 
Church  drinking  of  alcoholic  beverages  was  per- 
mitted but  drunkenness  condemned. 

During  the  early  19th  Century,  people  began 
to  challenge  the  erroneous  beliefs,  which  had  been 
held  for  centuries,  that  alcoholic  beverages  were 
beneficial  to  health  and  helped  prevent  disease. 
Many  religious  and  civic  leaders  began  to  form 
the  early  "temperance"  groups  as  they  felt  that 
moderation  was  necessary.  Temperance,  at  this 
time,  meant  abstinence  from  distilled  spirits,  but 
beer  and  wine  were  acceptable  if  used  in  modera- 
tion. 

Towards  the  middle  of  the  19th  Century,  the 
temperance  groups,  not  without  some  opposition, 
shifted  to  the  concept  of  total  abstinence  as  a 
moral  principle  based  on  the  Scriptures.  The 
temperance  leaders  gradually  began  to  feel  that 
legislation  was  needed  to  support  the  moral  issue. 
This  appeal  for  legislation  culminated  in  most 
countries  in  the  institution  of  some  form  of  gov- 
ernment control.  The  United  States  probably 
took  the  most  extreme  stand  by  instituting  natio- 
nal prohibition,  which  forbade  the  manufacture 
and  sale  of  alcoholic  beverages.  Unfortunately, 
public  concern  over  the  problem  of  intemperance 
was  forgotten  in  the  ensuing  fight  of  the  "wets" 
and  "drys"  over  prohibition. 

In  Canada,  prohibition  was  in  force  from  1916 
to  1923.  Since  then  the  alcohol  problem  has  been 
left  with  the  provinces  and  there  have  been  varia- 
tions in  approach.     A  survey  of  the  provinces 


today  would  show  certain  differences  in  their 
method  of  control;  for  example,  in  Nova  Scotia, 
beverage  alcohol  of  any  type  can  be  secured  legally 
by  individual  purchases  at  government  liquor 
stores,  in  hotel  dining  rooms,  and  in  beer  taverns. 

In  Quebec,  beer  can  be  purchased  at  the  corner 

grocery  store,  and  wine  and  liquor  can  be  bought 
in  cafes  with  meals  or  purchased  in  government 
liquor  stores.  In  Ontario,  there  are  hotel  beer 
parlors,  licensed  taverns,  cocktail  bars  and  gov- 
ernment liquor  vendors.  The  three  prairie  provin- 
ces allow  public  sale  of  beer  in  hotel  parlors  and 
liquor  and  wine  through  government  liquor  stores. 
In  British  Columbia,  the  law  permits  cocktail  bars, 
dining  room  licences,  and  tavern  licences. 

"Improved  control  of  the  complex  problems  re- 
presented by  the  contemporary  role  of  alcohol 
beverages  in  our  national,  social,  and  economic  life 
will  not  come  about  spontaneously.  On  the  other 
hand,  measures  which  are  essentially  restrictive 
and  punitive  and  directed  toward  secondary  situ- 
ations will  receive  the  support  of  only  those  groups 
in  our  population  who  think  of  such  segments 
as  the  problem.  Wide  differences  in  attitudes  and 
opinions  concerning  appropriate  measures  leading 
to  improvement  are  found  among  drinkers,  ab- 
stainers, clergy  and  church  members  of  various 
denominations,  court  and  correctional  officials, 
members  of  liquor  control  boards,  and  within  the 
alcoholic  beverage  industry  itself.  The  question 
touches  fundamental  factors  in  individual  and 
social  relations.  A  program  of  constructive  in- 
vestigation participated  in  by  as  many  interested 
groups  as  possible  is  imperative  if  we  are  to  deve- 
lop a  plan  of  control  which  will  be  anything  more 
than  a  stalemate  of  opposing  forces  characterized 
bv  critical  aggression,  defensive  hostility  and  in- 
difference." 

—ALCOHOL  AND  SOQAL  RESPONSIBILITY, 
by  McCarthy  and  Douglass. 

REFERENCES: 

Facts  About  Alcohol,  Chapter  11 — Feelings  About  Alcohol — 
Past  and  Present. 


ALBERTA  LIQUOR  CONTROL  ACT 

Portions  of  The  Liquor  Control  Act  are  given 
for  reference  purposes  only. 

1.    Sec.  165.     (1)  No  person  within  the  province 
shall : 

(e)  exhibit  or  display  or  permit  to  be  exhibit- 
ed or  displayed  a  sign  or  poster  contain- 
ing the  words,  "bar",  "bar-room",  "sa- 
loon", or  other  words  of  like  import  pro- 
hibited by  order  of  the  Board, 

(f)  exhibit  or  display  or  permit  to  be  ex- 
hibited or  displayed  an  advertisement  or 
notice  of  or  concerning  liquor. 
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(i)  by  an  electric  or  illuminated  sign,  con- 
trivance or  device,  or 

(ii)  on  a  boarding,  signboard,  billboard  or 
other  like  place  in  public  view  or  by  any 
means  aforesaid,  advertise  any  liquor, 

(g)     exhibit,  publish  or  display  or  permit  to  be 
exhibited,  published  or  displayed: 
(i)     any  other  advertisement  or  form  of 

advertisement,  or 
(ii)    any   other  announcement,   publica- 
tion   or    price    list    or    concerning 
liquor,  or 
(iii)  where  or  from  whom  the  same  may 
be  had,  obtained  or  purchased. 

2.  Sec.  17.  (1)  No  government  liquor  store  shall 
be  open  for  the  sale  of  liquor 

(c)  on  a  day  on  which  polling  takes  place  at 
a  Dominion  or  Provincial  election  held  in 
the  electoral  division  in  which  the  store  is 
situated  . 

(d)  on  a  day  on  which  polling  takes  place  at 
a  municipal  election  held  in  a  municipa- 
lity if  the  store  is  located  in  a  polling 
district  therein  in  which  polling  is  taking 
place. 

3.  Section  109.  Upon  receipt  of  a  petition  ad- 
dressed to  the  Lieutenant  Governor  in  Council 
signed  by  not  less  than  twenty-five  per  cent 
of  the  persons 

(a)  whose  names  appear  on  the  revised  as- 
sessment roll  of  the  municipality,  and 

(b)  who  are  resident  in  the  municipality, 
the  Lieutenant  Governor  in  Council  may  create 
the  municipality  into  a  local  option  area  for 
the  purpose  of  taking  a  local  option  plebiscite 
in  the  area. 

4.  Section  128. 

(1)  Upon  a  plebiscite  being  taken  it  shall  be 
deemed  to  be  decided  in  the  affirmative 
if  sixty  per  cent  of  the  qualified  voters 
voting  thereat  vote  in  favour  of  the 
granting  of  beer  and  club  licences  in  the 
local  option  area,  otherwise  it  shall  be 
deemed  to  be  decided  in  the  negative. 

(2)  Notwithstanding  subsection  (1),  in  the 
case  of  a  plebiscite  held  in  a  municipality 
where  a  beer  or  club  licence  has  been 
granted  under  this  Act,  the  plebiscite 
shall  not  be  deemed  to  have  been  decided 
in  the  negative  against  beer  or  club  licen- 
ces unless  sixty  per  cent  of  the  qualified 
voters  thereat  vote  against  the  granting 
of  such  licences. 


5.    Section  129. 
(1) 


If  sixty  percent  or  more  of  the  votes  cast 
by  the  qualified  voters  voting  at  a  plebis- 
cite are  in  the  affirmative  or  are  in  the 
negative,  no  petition  shall  be  presented 
to  or  received  by  the  Lieutenant  Governor 
in  Council  nor  a  vote  or  plebiscite  taken 
at  any  time  during  the  expiration  of  two 
years  after  the  taking  of  the  prior  plebis- 
cite. 


6.  Section  18. 

(3)     No  common  carrier  or  any  other  person 

(a)  shall  open  or  break  or  allow  the 
opening  or  breaking  of  a  package  or 
vessel  containing  liquor,  or 

(b)  drink  or  use  or  allow  the  drinking  or 
use  of  any  liquor  therefrom  while 
being  so  carried  or  conveyed. 

7.  Section  168. 

(2)  Where  a  judge  or  justice  convicts  a  per- 
son 

(a)  of  driving  a  motor  vehicle  while  in- 
toxicated and  an  accident  is  involved, 
or, 

(b)  of  being 

(i)   intoxicated  in  a  public  place  or 

(ii)  drunk  and  disorderly, 

and  that  person  has  been  previ- 
ously convicted  of  one  or  more 
of  these  offences  within  the  pre- 
ceding twelve  months. 
the  judge  or  justice  may  make 

an  order  of  interdiction  directing  the  can- 
cellation of  any  permit  held  by  that  per- 
son and  prohibiting  the  sale  of  liquor  to 
him  until  further  order  and  the  judge  or 
justice  shall  cause  the  order  to  be  forth- 
with filed  with  the  Board. 

(3)  Where  a  judge  or  justice  convicts  a  per- 
son of  the  offence  referred  to  in  clause 
(a)  of  subsection  (2),  in  addition  to  mak- 
ing an  order  of  interdiction. 

(a)  the  judge  or  justice  may  suspend  the 
•    driver's  licence  of  the  person  convict- 
ed for  a  period  not  exceeding  one 
year. 

(b)  if  the  conviction  is  a  second  convic- 
tion for  the  offence,  the  judge  or 
justice  shall  suspend  the  driver's 
licence  of  the  person  convicted  for 
one  year. 
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8.  Section  62. 

(1)  No  hotel  beer  licensee  shall  suffer  or 
permit  a  person 

(a)  apparently  under  the  age  of  twenty- 
one  years,  or 

(b)  to  the  knowledge  of  the  hotel  licen- 
see under  the  age  of  twenty-one 
years, 

to  enter,  be  in,  on  or  remain  in  or  on  the 
premises  in  respect  to  which  a  hotel  beer 
licence  is  issued  and  beer  is  kept,  sold  or 
consumed. 

9.  Section  154. 

(1)  Except  in  the  case  of  liquor  given  to  a 
person  under  the  age  of  twenty-one  years 

(a)  by  his  parent  or  guardian  for  beve- 
rage or  medicinal  purposes,  or 

(b)  administered  to  him  by  his  physician 
or  dentist  for  medicinal  purposes,  or 

(c)  by  way  of  sale  by  a  vendor  or  drug- 
gist upon  the  prescription  of  a  phy- 
sician, no  person  shall  sell,  give,  or 
otherwise  supply  liquor  to  a  person 
under  the  age  of  twenty-one  years 
or  permit  a  person  under  that  age 
to  consume  liquor. 

(2)  A  person  who  knowingly  violates  a  pro- 
vision of  subsection  (1)  is  guilty  of  an 
offence  and  liable  on  summary  conviction 

(a)  for  a  first  offence  to  imprisonment 
for  not  less  than  one  month,  and  not 
more  than  three  months,  and 

(b)  for  a  second  or  subsequent  offence 
to  imprisonment  for  not  less  than 
four  months  nor  more  than  twelve 
months. 

10.  Section  155. 

(1)  No  permit  shall  be  issued  to  a  person 
under  the  age  of  twenty-one  years. 

(2)  A  person  under  the  age  of  twenty-one 

years 

(a)  who  makes  application  for  a  per- 
mit, or 

(b)  who  enters,  remains  or  is  on  the 
licensed  premises  of  a  hotel  beer 
licensee, 

is  guilty  of  an  offence  and  liable  on  sum- 
mary conviction 

(c)  for  a  first  offence  to  a  fine  of  not 
less  than  twenty-five  dollars  nor 
more  than  fifty  dollars,  and 


(d)  for  a  second  or  subsequent  offence 
to  a  fine  of  not  less  than  fifty  dollars 
nor  more  than  two  hundred  dollars. 

11.  Section  175.    (This  and  the  following  sections 
relate  to  penalties  under  the  Act.) 

A  person  who  violates  any  provision  of  this 
Act  or  the  regulations  is  guilty  of  an  offence 
under  this  Act,  whether  otherwise  so  declared 
or  not. 

12.  Section  176. 

(1)  A  person  guilty  of  an  offence  against  this 
Act  for  which  no  penalty  has  been  speci- 
fically provided  is  liable  on  summary 
conviction 

(a)  for  a  first  offence,  to  a  fine  of  not 
more  than  two  hundred  dollars  and 
in  default  of  immediate  payment  to 
imprisonment  for  not  more  than  two 
months, 

(b)  for  a  second  offence,  to  imprison- 
ment for  not  more  than  four  months 
with  or  without  hard  labour  or  to 
a  fine  of  not  more  than  five  hundred 
dollars  and  in  default  of  immediate 
payment,  to  imprisonment  for  not 
more  than  four  months, 

(c)  for  a  third  or  subsequent  offence, 
to  imprisonment  for  not  more  than 
six  months  without  option  of  a  fine. 

13.  Section  152. 

(1)  No  person  shall  consume  liquor  in  a  pub- 
lic place  except  liquor  purchased  and 
consumed  in  accordance  with  a  beer 
licence  or  a  special  permit  for  a  purpose 
permitting  its  consumption  in  a  public 
place. 

(2)  No  person  shall  be  in  an  intoxicated  con- 
dition in  a  public  place. 

14.  Section  164. 

( 1 )  No  owner,  operator  or  manager  of  a  night 
club,  cafe,  restaurant,  dance  hall,  place 
of  entertainment  or  premises  other  than 
licensed  premises  or  a  residence,  no  per- 
son who  appears  to  own,  operate,  manage 
or  be  in  control  of  such  premises  and  no 
employee  of  any  such  person,  knowingly 
shall  permit  a  person  to  bring  into  or 
have  in  his  possession  or  consume  upon 
the  premises  any  beer  or  liquor  except 
in  accordance  with  the  provisions  of  a 
special  permit. 

(2)  An  owner,  operator  or  manager  and  per- 
son who  appears  to  own,  operate,  manage 
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or  be  in  control  of  such  premises  and  an 
employee  of  any  such  person  who  know- 
ingly violates  the  provisions  of  subsec- 
tion (1)  is  guilty  of  an  offence. 

(3)  A  person  who  brings  into  or  has  in  his 
possession  or  consumes  upon  such  premi- 
ses any  beer  or  liquor  contrary  to  sub- 
section (1)  is  guilty  of  an  offence. 

15.    Section  39. 

No  sale  or  other  disposal  of  beer  shall  be 
made  or  take  place  in  or  from  any  part  of  a 
hotel  in  respect  of  which  a  hotel  beer  licence 
has  been  granted,  nor  shall  any  part  of  such 
hotel  be  open  for  the  sale  of  beer  for  con- 
sumption either  on  or  off  the  premises,  — 

(a)  from  and  after  the  hour  of  ten  thirty 
o'clock  on  Saturday  night  until  ten  o'clock 
on  Monday  morning  thereafter, 

(b)  from  and  after  the  hour  of  ten  thirty 
o'clock  at  night  until  ten  o'clock  the  fol- 
lowing morning,  on  week  days, 

(c)  from  and  after  the  hour  of  six  thirty 
o'clock  in  the  evening  until  seven  thirty 
o'clock  in  the  evening  on  week  days. 

— Order-in-Council  1046-53. 

ORGANIZED  GROUPS  AND  ACTIVITIES  THAT 

ARE  CONCERNED  WITH  THE  ALCOHOL 

PROBLEM 

1.  Alberta,  Saskatchewan  and  Manitoba  School  of 
Narcotic  Education. 

Each  summer  for  a  period  of  ten  days  to  two 
weeks  the  A.S.M.  School  of  Narcotic  Education 
meets  in  Saskatoon  to  train  teachers,  ministers, 
and  leaders  of  Young  People's  Groups  to  present 
to  pupils  and  the  general  public  in  an  unbiased 
manner  the  scientific  facts  about  narcotics,  es- 
pecially alcohol  and  nicotine. 

2.  Alcohol  Education  in  the  Schools. 

There  has  been  a  realization  of  the  importance 
of  the  alcohol  problem  by  various  provincial  De- 
partments of  Education.  A  program  of  Alcohol 
Education  came  into  effect  in  1947  in  British 
Columbia,  and  in  1951  in  Manitoba.  This  trend  is 
matched  by  an  increased  interest  in  the  problem 
as  a  subject  of  school  study  in  most  states  of  the 
U.S.A.  Over  the  years  the  health  program  for 
Alberta  high  schools  has  had  some  material  on  the 
study  of  alcohol. 

3.  Alcohol  Program  in  Churches. 

All  churches  disapprove  of  drunkenness  but 
their  approach  to  the  alcohol  problem  may  range 
from  requiring  total  abstinence  to  recognition  of 


the  use  of  alcohol  in  moderation.  An  inter-church 
organization  that  is  particularly  active  in  promo- 
tion of  total  abstinence  is  the  Women's  Christian 
Temperance  Union.  A  somewhat  similar  organi- 
zation from  which  information  may  be  obtained 
is  the  Associated  Temperance  Forces  of  Alberta, 
613  Tegler  Building,  Edmonton. 

4.  United  Nations  World  Health  Organization, 
Sub-Committee  on  Alcoholism;  Palais  de  No- 
tions, Geneva,  Switzerland. 

The  objectives  of  the  W.H.O.  Sub-Committee 
are  to  stimulate  research  and  treatment  programs 
on  alcoholism;  to  issue  statistical  studies  con- 
cerning the  number  and  distribution  of  alcoholics 
among  some  member  nations ;  to  conduct  conferen- 
ces of  experts  on  problems  of  alcoholism;  and  to 
encourage  the  development  of  educational  pro- 
grams. The  Sub-Committee  is  a  source  of  infor- 
mation for  teachers  and  students  on  international 
problems  related  to  alcoholism.  It  publishes  re- 
ports, bulletins  and  new  releases  primarily  intend- 
ed for  experts  in  the  field. 

— Submitted  by  Alcoholism  Foundation  of  Alberta. 

5.  International  Conference  on  Alcohol  and 
Traffic. 

The  first  International  Conference  on  Alcohol 
and  Traffic  was  held  in  Stockholm,  Sweden,  in 
1950.  The  second  International  Conference  on 
Alcohol  and  Road  Traffic  to  study  ways  and  means 
of  reducing  motor  vehicle  accidents  involving  al- 
cohol was  held  in  Toronto,  September  9th  to  12th. 
1953.  Under  the  sponsorship  of  the  Government 
of  Ontario  and  the  University  of  Toronto,  this 
conference  brought  together  authorities  from  all 
parts  of  the  world.  An  opportunity  was  thus 
given  to  learn  what  is  being  done  to  cope  with  this 
problem  by  chemical  tests,  legislation,  education 
and  enforcement. 

6.  Alcoholics  Annonymous 

Alcoholics  Anonymous  is  a  fellowship  of  men 
and  women  who  share  their  experience,  strength, 
and  hope  with  each  other  that  they  may  solve 
their  common  problem  and  help  others  to  recover 
from  alcoholism.  All  members  of  A. A.  are  people 
who  have  had  a  drinking  problem  and  who  through 
A. A.  are  making  a  recovery. 

The  onlv  requirement  for  membership  is  an 
honest  desire  to  stop  drinking.  A. A.  has  no  dues 
or  fees.  It  is  not  allied  with  any  sect,  denomina- 
tion, politics,  organization,  or  institution;  does  not 
wish  to  engage  in  any  contr-oversy ;  neither  endor- 
ses nor  opposes  any  causes.  The  primary  purpose 
of  its  members  is  to  stay  sober  and  help  other 
alcoholics  to  achieve  soberiety. 

Founded  in  1935.  Alcoholics  Annonymous  in 
1956  had  an  estimated  200,000  members  in  more 
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than  4,000  local  groups  throughout  the  world. 
There  are  approximately  290  groups  in  prisons  and 
another  200  groups  in  hospitals.  In  Alberta  there 
are  approximately  48  groups  with  an  estimated 
membership  of  760. 

Local  groups  can  be  located  through  the  tele- 
phone directory  or  by  writing  the  General  Service 
Headquarters  in  New  Nork  City.  In  many  cities, 
central  "Inter-Group"  offices  are  maintained  to 
offer  counselling  and  information  services  to  the 
general  public,  and  to  serve  as  referral  sources  for 
potential  members. 

Publications  of  Alcoholics  Anonymous,  which 
include  two  books  explaining  the  recovery  pro- 
gram, numerous  pamphlets,  and  a  monthly  mag- 
azine, "The  Grapevine,"  are  available  from  General 
Service  Headquarters,  P.O.  Box  459,  Grand  Cen- 
tral Annex,  New  York  17,  New  York. 

By  the  outbreak  of  World  War  II  the  original 
group  had  clearly  demonstrated  that  alcoholism 
could  be  arrested  and  that  the  alcoholic  could  be- 
come a  useful  member  of  society.  The  demon- 
stration of  this  fact  alone  provided  sound  public 
education  which  led  to  the  enactment  of  medical 
legislation  for  the  rehabilitation  of  the  alcoholic. 

■ — Submitted  by  Alcobolism  Foundation  of  Alberta. 

7.    The  Alcoholism  Foundation  of  Alberta 

The  Alcholism  Foundation  of  Alberta,  founded 
in  July,  1953,  is  a  private  foundation  incorporated 
tmder  the  Societies  Act.  It  was  originally  spon- 
sored by  the  College  of  Physicians  and  Surgeons 
of  Alberta  through  the  appointment  of  a  Com- 
mittee on  Alcoholism  under  the  chairmanship  of 
Dr.  J.  Donovan  Ross.  By  means  of  legislative 
grant,  the  Government  aided  in  the  initial  develop- 
ment of  the  Foundation.  It  is  now  financed  by 
government,  business,  industry,  and  private  con- 
tributions to  develop  and  maintain  broad  programs 
of  education,  treatment,  rehabilitation,  and  re- 
search. The  goal  of  these  programs  is  the  pre- 
vention of  problem  drinking  and  alcoholism. 

The  services  of  the  Foundation  are  available  to 
any  Alberta  resident  seeking  information  or  assis- 
tance. At  present  there  are  two  treatment  cen- 
tres, one  in  Edmonton  and  one  in  Calgary.  Treat- 
ment services  provide  out-patient  clinical  care, 
diagnosis,  and  rehabilitation.  Other  centres  will 
be  provided  as  they  are  needed  and  as  facilities 
and  personnel  are  available. 

Recognizing  the  unique  role  played  by  the 
Fellowship  of  Alcoholics  Anonymous  in  achieving 
and  maintaining  the  recovery  of  problem  drinkers, 
the  Foundation  makes  every  effort  to  bring  the 
recovering  patient  into  early  contact  with  A. A. 

However,  the  Fellowship  of  Alcoholics  Anony- 
mous and  the  Foundation  are  entirely  separate  and 
distinct  activities.     By  tradition,  Alcoholics  An- 


onymous may  not  lend  its  name  to  any  related 
activity  or  outside  enterprise.  Their  approach  to 
the  alcoholic  should  remain  forever  non-profession- 
al. The  Foundation  adheres  to  and  respects  the 
tradition  and  anonymity  of  A. A. 

The  goal  of  the  Foundation's  educational  pro- 
gram is  to  bring  to  every  level  of  the  community, 
factual  information  about  alcoholism  and  problems 
arising  from  the  use  and  abuse  of  alcoholic  bever- 
ages. The  Foundation  co-operates  with  all  organi- 
zations requesting  factual  instruction  about  alco- 
holism by  providing  speakers,  films,  and  selected 
literature. 

The  total  staff  of  the  Foundation  numbers 
approximately  thirty  and  includes  all  the  profes- 
sions necessary  to  implement  a  total  program: 
psychiatric  consultants,  psychologists,  social  work- 
ers educators,  and  contact  personnel  who  are  able 
to  discuss  the  problems  of  alcoholism  at  every 
business  and  professional  level. 

The  approach  of  the  Foundation  to  the  problems 
of  alcohol  in  Alberta  is  based  on  the  following 
concepts : 

1.  The  Foundation  recognizes  alcoholism  as  a 
treatable  illness  and  public  health  problem 
of  first  magnitude,  and  therefore,  a  public 
responsibility. 

2.  The  Foundation  regards  the  alcoholic  as  a 
sick  person  who  can  be  helped  and  who  is 
well  worth  helping. 

3.  The  Foundation's  approach  is  scientific  and 
non-controversial.  It  takes  neither  the  side 
of  the  "wets"  nor  the  "drys". 

4.  The  Foundation  is  concerned  with  problem 
drinking  and  primarily  with  the  illness, 
alcoholism. 

5.  The  Foundation  deals  with  the  problems  of 
alcohol  only  as  they  are  related  to  problem 
drinking  and  to  alcoholism. 

6.  The  Foundation's  long  range  goal  is  the  pre- 
vention of  problem  drinking  and  alcoholism 
through  its  four-point  program  —  Educa- 
tion, Treatment,  Rehabilitation,  and  Re- 
search. 

— Submitted  by  Alcoholism  Foundation  of  Alberta. 


8.    The  National  and  Alberta  Safety  Councils. 

The  National  Safety  Council  has  a  com- 
mittee on  tests  for  intoxication  to  report  on 
and  promote  the  use  of  scientific  tests  to 
establish  the  use  of  alcohol  and  the  degree 
of  intoxication  in  road  accidents.  It  publish- 
es a  monthly  bulletin  Test  Talk  to  publicize 
its  work. 
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9.    National  Committee  on  Alcoholism. 

"The  National  Committee  on  Alcoholism 
since  its  inception  in  1944  has  played  a  sig- 
nificant role  in  the  development  of  a  volun- 
tary health  movement  on  alcoholism.  The 
basic  purpose  and  activities  of  the  Commit- 
tee are  related  to  an  increased  public  under- 
standing of  alcoholism,  its  nature  and  treat- 
ment, and  to  making  this  knowledge  effec- 
tive in  solving  the  problems  of  alcoholism. 
The  Committee  distributes  literature,  main- 
tains a  free  lecture  service,  and  provides 
general  and  specific  information  on  alcohol- 
ism and  the  facilities  for  treatment  of  alco- 
holics. Local  branches  have  been  organized 
by  the  Committee  in  more  than  50  commu- 
nities. Local  communities  aim  at  developing 
a  co-ordinated  plan  of  community  action, 
including  education  of  the  community  on  the 
problems  of  alcoholism  as  a  disease,  the 
establishment  of  an  information  center,  the 
promotion  of  better  hospital  facilities  for  the 
treatment  of  acute  alcoholic  states,  and  the 
eventual  establishment  of  a  clinic  for  the 
diagnosis  and  treatment  of  alcoholics." 

— ^The  Quarterly  Journal  of  Studies  on  Alcohol, 
September,  1952. 

10.    Yale  Center  of  Alcohol  Studies,  Laboratory 
of  Applied  Physiology,  Yale  University. 

The  Yale  Center  of  Alcohol  Studies  is  a 
research,  education,  and  service  organization 
focusing  on  the  problems  of  alcohol,  includ- 
ing alcoholism.  Activities  are  organized 
around  five  divisions: 

(a)  Research.  Activities  include  labora- 
tory investigations  in  the  medical  and 
physiological  spheres,  clinical  investi- 
gations of  therapeutic  processes,  and 
social  science  research  on  drinking  cus- 
toms in  American  society,  characteris- 
tics of  different  segments  of  the  prob- 
lem drinking  population,  and  the  rela- 
tive function  of  various  approaches  to 
the  problems  of  alcoholism. 

(b)  Publications.  The  Center  began  its 
special  program  of  publication  in  1940 
v^'ith  the  founding  of  the  Quarterly 
Journal  of  Studies  on  Alcohol.  This 
periodical  publishes  original  reports  of 
research  and  analysis  from  all  the 
scientific  institutions  and  laboratories 
in  the  world.  It  also  constantly  reviews 
scientific  work  on  any  aspect  of  alco- 
hol problems  as  reported  from  differ- 
ent countries.     It  carries  regular  re- 


ports on  treatment  and  rehabilitation 
activities.  In  addition,  the  Publica- 
tions Division  issues  technical,  non- 
technical, and  popular  books  and 
pamphlets  dealing  with  many  topics  of 
interest  connected  with  alcohol  prob- 
lems. Educational  materials,  including 
posters  and  leaflets,  are  also  produced. 
For  the  medical  and  allied  professions 
the  Alcoholism  Treatment  Digest  is 
prepared  bi-monthly. 

(c)  Education.  Since  1943,  the  Yale  Sum- 
mer School  of  Alcohol  Studies  has 
offered  an  extensive  4-week  course  to 
about  150  students  each  year;  consi- 
derable attention  is  given  to  the  prob- 
lems of  alcoholism.  The  student  body 
is  made  up  of  educators,  physicians, 
clergymen,  nurses,  personnel  specia- 
lists, social  workers,  public  health  and 
industrial  health  officers,  and  members 
of  other  professions  whose  work  touch- 
es upon  the  problems  of  alcohol.  Other 
educational  activities  include  the  pre- 
paration and  distribution  of  special 
materials,  participation  by  staff  mem- 
bers in  institutes  and  conferences 
throughout  the  country,  and  advisory 
services  in  the  planning  of  educational 
curriculums, 

(d)  Therapy.  In  1944  the  Yale  Plan  Clinic 
was  established  as  a  pilot  out-patient 
community  facility  for  the  treatment 
of  alcoholism.  Besides  serving  as  a 
model  for  the  other  clinics  subsequent- 
ly established  in  various  parts  of  the 
country,  the  Yale  Plan  Clinic  has  pro- 
vided training  for  personnel,  has  work- 
ed in  developing  various  therapeutic 
techniques  and  has  carried  out  a  num- 
ber of  research  activities. 

(e)  Special  Services.  The  division  of  spe- 
cial services  acts  in  an  advisory  capa- 
city to  government  agencies  and  de- 
partments, institutions  of  education, 
welfare  organizations,  legislative  com- 
mittees, professional  and  industrial 
groups,  and  associations  or  individuals 
concerned  with  the  problems  of  alcohol. 
Activities  include  the  design  or  admi- 
nistration of  surveys,  consultation,  and 
the  furnishing  of  information.  The 
Center  also  maintains  an  archive  and 
master  bibliography  of  the  alcohol 
literature.  The  use  of  these  resources 
is  extended  to  scientific  and  professio- 
nal workers  throughout  the  world. 
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GRADE  X,  Unit  V,  Section  I,  D. 

HOW  PERSONALITY  AND  BEHAVIOUR 
ARE  AFFECTED  BY  ALCOHOL 

A.  Alcohol  Releases  Aggression. 

1.  Vocal — The  person  talks  more  loudly  than 
normal,  becomes  argumentative,  and  tries 
to  impose  his  opinions  on  others, 

2.  Verbal — Not  only  does  the  tone  of  the 
voice  get  louder  but  the  person  sometimes 
selects  words  with  the  aim  of  hurting 
others,  or  superimposing  or  aggrandizing 
himself  at  the  expense  of  others. 

3.  Physical — Assault  is  the  leading  offence 
for  inebriate  criminals  but  only  fifth  for 
the  general  population.  Assault  is  a  juve- 
nile method  of  aggression  and  shows  a 
regression  to  childhood.  The  extreme 
form  of  aggression,  murder,  is  so  strongly 
inhibited  that  even  intoxication  does  not 
release  it  more  easily  than  in  a  non-intoxi- 
cated person, 

4.  The  aggression  may  be  turned  inwards 
towards  oneself.  This  may  take  the  form 
of  harming  the  person  one  loves  to  get 
him  angry  or  sorry  for  the  drinker,  and 
thus  to  gain  attention.  Alcoholics  who 
stay  drunk  are  in  effect  committing  per- 
sonality suicide  and  sometimes,  when  alco- 
hol no  longer  offers  relief,  they  may  com- 
mit physical  suicide. 

B.  Alcohol  Permits  Regression  to  Childhood. 

Some  people  find  the  adult  world  too  much 
to  cope  with  and   subconsciously  return   to 


childhood  with  its  fewer  responsibilities.  In 
ordinary  life  they  are  not  allowed  to  do  this 
without  losing  status,  but  under  the  influence 
of  alcohol  this  sometimes  happens.  One  form 
is  that  of  showing  off. 

1.  Girls  may  be  less  modest. 

2.  "Dirty"  words  may  be  used  to  shock. 

3.  Physical  assault,  the  "wanna  fight"  atti- 
tude may  result. 

4.  Playing  boisterous  games  and  jumping 
around  at  a  dance  are  forms  of  childish 
behavior  which  show  regression. 

5.  Persons  under  the  influence  of  alcohol 
sometimes  become  stubborn  and  unreason- 
able. 

C.     Alcohol  May  Contribute  to  Delinquent  Actions. 

1.  The  anticipation  of  punishment  is  lessened. 

2.  Judgment  is  impaired. 

3.  The  ego  is  inflated. 

Any  or  all  of  these  may  provoke  situations 
that  result  in  crime. 


REFERENCES: 

Facts  About  Alcohol,  Chapter  V,  "Alcohol  at  Work." 

Chapter  VII:  "Alcohol  and  Personahty." 

B.C._  Manual,  Pp.  24-28:   "The  Psychological  Effects  of 
Alcohol." 

"Alcohol  and  Aggression." 

Manitoba  Manual,  Chapter  VIII;  "Alcohol  and  Behavior." 
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GRADE  X,  Unit  VIII,  Section  III,  E. 

ALCOHOL  AND  TRAFFIC  SAFETY 

A.  In  an  experiment  conducted  by  Bahnsen  and 
Vedel  fifty  men  who  were  moderate  drinkers 
were  given  the  same  amounts  of  alcohol  on 
an  empty  stomach.  They  were  tested  some 
time  later  and  it  was  found  that: 

1.  Time  required  to  make  a  decision  was 
longer. 

2.  Time  required  for  muscular  reaction  was 
longer. 

3.  Errors  from  lack  of  attention  were  greater. 

4.  Errors  from  lack  of  co-ordination  were 
greater. 

B.  Dr.  Vernon,  who  performed  many  experiments 
with  alcohol  on  behalf  of  the  British  Medical 
Council,  found  that  drivers  given  alcohol 
that  amounted  to  1 V2  glasses  of  whiskey  drove 
a  given  course  in  a  shorter  time  than  before 
they  had  taken  alcohol  but  felt  that  they  had 
taken  longer. 

C.  Alcohol  affects  vision  in  the  following  ways: 

1.  An  approaching  car  may  appear  quite 
blurred  or  even  as  two  separate  cars. 

2.  Alcohol  acts  as  blinders  at  the  side  of 
eyes,  narrowing  the  field  of  vision,  in 
direct  ratio  to  the  amount  of  liquor  taken. 

3.  Alcohol  slows  speed  of  the  eye  in  following 
a  moving  object. 

4.  Alcohol  shortens  the  vision. 

5.  Alcohol  may  interfere  with  color  percep- 
tion, sometimes  producing  an  effect  like 
color  blindness. 

D.  It  is  useless  to  argue  whether  two  highballs 
narrow  the  field  of  vision  to  a  large  or  only 
to  a  small  extent.  Even  if  there  were  no 
slowing  of  reaction  time,  no  narrowing  the 
field  of  vision,  and  no  loss  of  skill  at  all  fol- 
lowing the  drinking  of  two  highballs,  there 
would  still  remain  one  fundamental  fact  which 
everybody  can  observe  without  laboratory 
gadgets  and  which  is  the  final  reason  for  the 
warning  against  driving  after  drinking.  This 
fact  is  that  alcohol  creates  a  false  sense  of 
well-being,  which  in  the  anxious  man  may 
restore  confidence  but  which,  in  the  normal 
man,  may  lead  to  overconfidence.  Over-confi- 
dence means  willingness  to  take  chances  and 
taking  chances  may  bring  disaster. 

— Jellinek,  E.  M. — "Alcohol,  Science  and  Society — Page  89. 

E.  Tests  for  Drunkenness. 

Walking  a  chalk  line,  standing  on  one  foot 
with  the  eyes  closed  or  saying  tongue  twisters 
are  common  tests  for  drunkenness.  They  are 
not  scientifically  accurate  and  some  people 
could  not  pass  them  even  when  sober.  Scien- 
tific tests  for  drunkenness  include  the  follow- 
ing: 


1.  Blood  Test:  In  many  cities,  including 
Edmonton,  blood  tests  are  taken.  However, 
a  qualified  person  must  take  the  sample  in 
a  hospital,  and  a  prolonged  delay  makes 
the  test  lose  its  validity. 

2.  Urine  Test:  The  amount  of  alcohol  ex- 
creted by  the  kidneys  depends  on  the  con- 
centration of  alcohol  in  the  blood.  How- 
ever, the  urine  stored  in  the  bladder  be- 
fore drinking  began  dilutes  the  alcohol 
still  further  and  causes  an  error  in  the 
test  in  favor  of  the  driver. 

3.  Breath  Tests:  The  alcohol  that  evapo- 
rates into  the  air  in  the  air  cells  of  the 
lungs  is  in  direct  ratio  to  the  alcohol  in  the 
blood.  Various  instruments  such  as  Har- 
ger's  Drunkometer,  Forrester's  Intoxi- 
meter  and  Greenberg's  Alcoholmeter 
measure  the  amount  of  alcohol  in  the 
breath.  These  tests  have  the  advantage 
that  the  samples  can  be  taken  by  a  police 
officer  at  the  scene  of  the  accident  with 
a  minimum  of  co-operation  from  the 
driver. 

F.     The  Drinking  Driver. 

(1)  "The  excessive  drinker  doesn't  usually 
drive  when  he  is  drunk.  Moderation  is 
thus  more  dangerous  than  excessive 
drinking  as  a  cause  of  automobile  acci- 
dents. There  is  no  hope,  therefore,  of 
decreasing  motor  vehicle  accidents  by 
working  for  moderation.  Only  abstinence 
can  make  us  safe." 

— Dr.  Richard  Cabot,   Clinical  Professor  of  Medicine, 
Harvard  University. 

(2)  "A  great  deal  of  the  difficulty  comes  from 
tEe  men  and  women  who  'wouldn't  think 
of  driving  when  drunk',  yet  who 
drive  after  one  or  two,  or  'a  few'  drinks. 
It  is  they,  not  the  stumbling  drunk,  who 
kill  and  cripple.  Call  it  'tight',  'feeling 
good',  or  'drunk',  it  really  doesn't  matter. 
What  does  matter  is  this :  Your  reactions, 
your  perception,  your  attitude,  are  all 
changed  after  one  or  two  drinks." 

— The  Sixth  Commandment,  1948  (A  booklet  on 
highway  safety  by  the  Travellers  Insurance  Com- 
pany,  Hartford,    Connecticut.) 

(3)  "The  really  dangerous  driver  is  the  man 
who  has  one  or  two  drinks  only,  who 
still  thinks  he  is  in  possession  of  his 
faculties  but  whose  driving  judgment  has 
been  impaired.  On  the  highways,  the 
moderate  drinker  is  more  dangerous  than 
the  immoderate." 

- — Robbins  B.  Stoeckel,  Commissioner  of  Motor 
Vehicles,  Connecticut. 

(4)  Industry,  including  the  manufacturers  of 
beverage  alcohol,  is  emphatic  in  promot- 
ing such  slogans  as  "If  you  drive  don't 
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drink,  if  you  drink  don't  drive",  "Gaso- 
line and  alcohol  don't  mix",  "Liquor  has 
no  place  in  the  front  seat  of  a  car". 

(5)  According  to  the  National  Safety  Coun- 
cil, out  of  every  100  persons  involved  in 
fatal  accidents  in  1952,  eighteen  had  been 
drinking,  and  seven  were  classed  as  hav- 
ing been  under  the  influence  of  alcohol. 

These  statistics  probably  are  conservative 
because : 

(a)  There  is  a  lack  of  specific  legal  definition 
as  to  vv^hat  constitutes  intoxication  or 
"being  under  the  influence." 

(b)  Only  irrefutable  evidence  is  acceptable 
in  court.    This  is  often  difficult  to  obtain. 

(c)  The  poHce  officer  called  to  an  accident 
in  which  alcohol  may  be  a  factor  is  re- 
quired to  judge  the  person's  sobriety  ac- 
cording to  how  he  looks,  how  he  handled 
the  car,  how  he  talked,  and  how  he  acted, 
without  having  known  him  in  his  normal 
condition.  He  is  aware  that  an  accident 
may  temporarily  shock  a  person  into 
appearing  sober  or  that  the  shock  of  an 
accident  may  make  a  person  dazed  or 
hysterical  so  that  he  appears  "under  the 
influence".  Moreover,  certain  reactions 
such  as  insulin  shock  in  a  diabetic  pro- 
duce results  that  may  look  like  intoxica- 
tion. A  police  officer  may  lay  a  charge 
of  dangerous  driving  instead  of  drunken 
driving  as  the  former  is  easier  to  prove. 

—  B.C.  Manual. 


THE  LAW  IN  CANADA  WITH  RESPECT 
TO  DRINKING  DRIVERS 

Until  recently,  the  Criminal  Code  of  Canada  re- 
cognized only  intoxication  as  an  offence.  This 
charge  proved  difficult  to  uphold  in  a  court  of 
law.  In  1951,  the  law  was  amended  to  include 
"impaired"  ability  to  drive.^  The  results  of 
chemical  analysis  of  blood,  urine,  breath  or  bodily 
substance  of  a  person  may  be  admitted  as  evidence. 
However,  a  person  cannot  be  forced  to  give  such 
evidence. 


A.     The  Criminal  Code  of  Canada  (Pertinent 

sections  quoted). 
Chapter   146,   Section   285,   Subsection   4,   was 
amended  in  1951  by  adding  subsections  4a,  4b,  4c, 
and  4d.     The  following  material  should  be  read 
over: 

4.  Everyone  who,  while  intoxicated  or  under  the 
influence  of  any  narcotic,  drives  any  motor 
vehicle  or  automobile,  whether  it  is  in  motion 
or  not,  shall  be  guilty  of  an  offence  and  shall 
be  liable 

(a)  upon  indictment,  for  a  first  offence  to 
imprisonment  for  a  term  not  exceeding 
three  months  and  not  less  than  thirty 
days,  and  for  each  subsequent  offence  to 
any  term  not  exceeding  one  year  and  not 
less  than  three  months;  or 

(b)  upon  summary  conviction,  for  a  first  of- 
fence to  a  term  of  imprisonment  not  ex- 
ceeding thirty  days  and  not  less  than  seven 
days,  for  a  second  offence  to  a  term  of 
imprisonment  not  exceeding  one  year  and 
not  less  than  three  months.  And  the  pro- 
visions of  section  ten  hundred  and  thirty- 
five,  insofar  as  it  authorizes  the  imposi- 
tion of  a  fine  in  lieu  of  any  punishment  to 
otherwise  authorized,  and  of  section  ten 
hundred  and  eighty-one  of  this  Act  shall 
not  apply  in  the  case  of  a  conviction  for 
an  offence  under  this  subsection. 

4a.  Everyone  who,  while  his  ability  to  drive  a 
motor  vehicle  or  automobile  is  impaired  by 
alcohol  or  any  drug,  drives  any  motor  vehicle 
or  automobile,  or  has  the  care  or  control  of 
a  motor  vehicle  or  automobile,  whether  it  is  in 
motion  or  not,  is  guilty  of  an  offence  and  liable 
upon  summary  conviction  or  upon  conviction 
under  indictment 

(a)  for  a  first  offence,  to  a  fine  not  exceeding 
five  hundred  dollars  and  not  less  than 
fifty  dollars  or  to  imprisonment  for  a  term 
not  exceeding  three  months  or  to  both 
fine  and  imprisonment. 

(b)  for  a  second  offence,  to  imprisonment  for 
a  term  not  exceeding  three  months  and  not 
less  than  fourteen  days,  and 
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Observe  the  effect  of  the  new  amendment  on  the  police  charges  in  the  City  of  Edmonton.    These  figures  were  obtained  from  the 
Police   Department.     The   amendment   went   into  effect   on   the   First  of  July,  1951.    Observe  the  contrast  before  and  after  amendment. 
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(c)   for  each  subsequent  offence,  to  imprison- 
ment for  a  term  not  exceeding  one  year 
and  not  less  than  three  months  and  sec- 
tion one  thousand  and  thirty-five,  insofar 
as  it  authorizes  the  imposition  of  a  fine  in 
heu  of  any  punishment  otherwise  autho- 
rized and  section  one  thousand  and  eighty- 
one  do  not  apply  where  a  person  is  convict- 
ed for  a  second  offence  or  any  subsequent 
offence  under  this  subsection. 
4b.  In  proceedings  under  subsection  four  of  this 
section  the  court  may,  if  it  is  satisfied  that 
the  accused  is  not  guilty  of  that  offence  but 
is  guilty  of  an  offence  under  subsection  (4a), 
find  him  guilty  of  an  offence  under  subsection 
(4a),  and  a  conviction  under  that  subsection 
bars  further  proceedings  for  any  such  offence 
arising  out  of  the  same  facts. 
4c.  For  purposes  of  subsections  four  and  four  (a) , 
where  a  person  occupies  the  seat  ordinarily 
occupied  by  the  driver  of  a  motor  vehicle  or 
automobile  he  shall  be  deemed  to  have  care 
or  control  of  the  vehicle  unless  he  establishes 
that  he  did  not  enter  or  mount  the  vehicle  for 
the  purpose  of  setting  it  in  motion. 
4d.  In  any  proceedings  under  subsection  4  or  (4a)      2. 
the  result  of  a  chemical  analysis  of  a  sample 
of  blood,  urine,  breath  or  other  bodily  sub- 
stance of  a  person  may  be  admitted  in  evidence 
on  the  issue  whether  that  person  was  intoxi- 
cated or  under  the  influence  of  a  narcotic  drug 
or  whether  his  ability  to  drive  was  impaired 
by  alcohol  or  a  drug,  notwithstanding  that  he 
was  not,  before  he  gave  the  sample,  warned 
that  he  need  not  give  the  sample  or  that  the 
results  of  the  analysis  of  the  sample  might  be 
used  in  evidence,  3. 

4e.  No  person  is  required  to  give  sample  of  blood, 
urine,  breath  or  other  bodily  substance  for 
chemical  analysis  for  the  purposes  of  this  sec- 
tion and  evidence  that  a  person  refused  to  give 
such  a  sample  or  that  such  a  sample  was  not 
taken  is  not  admissable  nor  shall  such  a  refusal 
or  the  fact  that  a  sample  was  not  taken  be  the 
subject  of  comment  by  any  person  in  the  pro- 
ceedings. 

B.     Alberta  Traffic  Legislation. 

1.  The  Vehicle  and  Highway  Traffic  Act  of  Al- 
berta as  amended  in  1935  reads: 

124a  (2)  The  Minister  shall  suspend  the  driver's 
or  chauffeur's  license  of  any  person  for  a  period 
of  twelve  months  who  has  been  found  guilty 
of  operating  a  motor  vehicle  while  intoxicated 
contrary  to  the  provisions  of  section  285  (4) 
of  the  Criminal  Code  of  Canada. 
The  Minister  shall  suspend, 

(a)  for  a  period  of  six  months  for  a  first  of- 
fence ; 

(b)  for  a  period  of  one  year  for  a  second  or 
subsequent  offence,  the  driver's  or  chauf- 


feur's license  of  any  person  who  has  been 
found  guilty  of  driving  a  motor  vehicle  or 
automobile,  or  having  the  care  or  control 
of  a  motor  vehicle  or  automobile  whether 
it  is  in  motion  or  not,  while  his  ability  to 
drive  a  motor  vehicle  or  automobile  is 
impaired  by  alcohol  or  any  drug  contrary 
to  the  provisions  of  subsection  (4a)  of 
section  285  of  the  Criminal  Code  of  Cana- 
da. Every  magistrate  shall  forward  to 
the  Minister  the  driver's  or  chauffeur's 
license  of  any  person 

(a)  who  the  magistrate  finds  guilty 
of  operating  a  motor  vehicle  while 
intoxicated  contrary  to  the  provisions 
of  section  285  (4)  of  the  Criminal 
Code  of  Canada. 

(b)  who  the  magistrate  finds  guilty  of 
driving  or  having  the  care  or  control 
of  a  motor  vehicle  or  automobile  while 
his  ability  to  drive  is  impaired  by  al- 
cohol or  a  drug  contrary  to  the  provi- 
sions of  subsection  (4a)  of  section  285 
of  the  Criminal  Code  of  Canada. 

The  Pubhc  Service  and  Vehicles  Act,  Regula- 
tions 1949. 

No.  41  (1)  No  driver  of  a  public  sei"vice  or 
commercial  vehicle  shall  drink  intoxicating 
liquor  while  on  duty. 

Sec.  6.  7.  5.  Operation  of  School  Buses. 

No  driver  of  any  School  Bus  shall  drink  or 
be  under  the  influence  of  intoxicating  liquor 
while  on  duty. 

Regulations  of  Private  Companies. 

Railways  and  other  transportation  companies 
have  further  provided  regulations  governing 
their  own  employees  which  call  for  dismissal 
if  alcoholic  beverages  are  used,  or  if  places 
where  alcohol  is  sold  are  frequented  while  the 
employee  is  on  duty. 

(1)  The  Greyhound  Safety  Council  makes  this 
requirement  of  a  Greyhound  driver:  that 
he  does  not  frequent  places  where  intoxi- 
cating liquors  are  sold  while  in  uniform; 
nor  does  he  overindulge  while  out  of  uni- 
form in  his  leisure  time. 

(2)  The  railroads  deal  with  the  problem  under 
Rule  G  in  their  Uniform  Code  of  Operating 
Rules:  "The  use  of  intoxicants  or  narco- 
tics by  employees  subject  to  duty  or  their 
possession  or  use  while  on  duty  is  prohi- 
bited." 

(3)  The  regulations  for  commercial  airlines 
are  laid  down  by  the  Department  of  Trans- 
port: "No  pilot  may  take  a  drink  of  any 
alcoholic  beverage  within  24  hours  before 
a  scheduled  flight.  To  violate  this  rule 
means  instant  dismissal." 
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REVIEWS  OF  TEACHERS'  REFERENCES 

Health  Observation  of  School  Children:  Wheatley 
and  Hallock,  1951   (450  pages).   (Revised  1956). 

This  book  is  the  text  used  in  health  education 
at  the  Faculty  of  Education.  It  is  also  in  the 
hands  of  all  public  health  nurses  in  Alberta.  Its 
object  is  to  encourage  teachers  to  be  observant 
in  noting  illness  and  other  abnormalities  of  child- 
ren. The  chapters  on  growth  and  those  on  the 
skin  and  the  senses  make  it  a  very  adequate  refe- 
rence for  teaching  Unit  II  throughout  the  grades. 
Symptoms  of  communicable  and  other  diseases, 
and  the  body's  defences  against  infection  are  dis- 
cussed. The  book  provides  good  information  on 
the  Unit  VII  topics :  muscle  and  bone  structure  in 
Grade  VII,  nutrition  and  digestion  in  Grade  VIII, 
and  respiration  and  circulation  in  Grade  IX. 

Psychology  for  Living:   Sorenson  and  Malm,  1948 

(590  pages). 

While  this  book  was  written  to  give  high  school 
students  help  in  problems  in  the  area  of  personali- 
ty and  mental  maladjustment,  it  may  be  used  to 
advantage  as  a  teachers'  reference.  Section  I. 
deals  with  the  physiological  foundations  of  human 
behavior— the  functioning  of  the  nervous  system, 
the  relative  influence  of  heredity  and  environment 
and  the  effect  of  the  endocrine  glands  on  person- 
ality. Section  II  discusses  feelings,  emotions, 
desires  and  habits.  By  understanding  these  as 
bases  of  behavior,  students  are  helped  to  make 
suitable  adjustments.  Section  III  points  out  how 
to  get  along  with  people,  ways  of  handling  conflict 
and  frustration,  and  various  defence  mechanisms. 
These  sections  are  of  particular  value  in  teaching 
Units  V  and  VI,  particularly  in  Grades  IX  and  X. 
The  purpose  of  Sections  IV  and  V  is  to  help  the 
student  develop  his  mental  capacities.  The  for- 
mer on  growth  and  learning  is  applicable  to  Unit  I. 
Section  VI  includes  material  on  choosing  a  life- 
work.  This  will  prove  of  value  in  teaching  Unit 
IX  in  Grades  IX  and  X. 

Its  selection  as  a  teachers'  reference  indicates 
that  it  has  material  generally  applicable  to  the 
various  units  in  the  personal  development  portion 
of  the  course.  Averill's  Introductory  Psychology 
available  in  many  school  libraries,  may  be  used  as 
a  substitute. 

A  Manual  of  Alcohol  Studies  for  Schools, 

Department  of  Education,  Manitoba  (160  pages) 

This  manual  is  designed  to  provide  teachers  with 
scientific  information  and  to  establish  an  objective 
approach  to  classroom  instruction  on  alcohol.  What 
to  teach  is  colored  by  conflicting  attitudes  in  the 


community.  These  viewpoints  are  analyzed  and 
an  objective  approach  is  developed.  The  book 
gives  a  short  history  of  the  use  of  alcohol,  and 
an  explanation  of  how  various  forms  of  alcohol 
are  manufactured  and  used.  The  various  reasons 
why  people  drink  are  outlined.  What  happens  to 
alcohol  in  the  body  and  the  physiological  basis  for 
its  effects  on  behavior  are  explained. 

Problems  that  are  related  to  the  consumption 
of  alcohol  are  developed,  such  as  those  of  traffic, 
crime,  nutrition,  inefficiency  and  absenteeism, 
alcoholism,  morality,  and  recreation. 

Teen  Agers  and  Alcohol:   McCarthy. 

This  book  is  by  the  same  author  as  Facts  About 
Alcohol,  the  primary  reference  in  this  area  for 
Grades  Nine  and  Ten.  The  first  part  of  the  book 
develops  the  philosophy  behind  modem  alcohol 
education.  Various  techniques  of  instruction  that 
might  be  used  in  teaching  about  alcohol  are  sug- 
gested. The  last  section  of  the  book  is  devoted 
to  samples  of  class  discussions  on  the  problem 
of  drinking,  transcribed  verbatim.  Besides  provid- 
ing information  on  what  teen  agers  think  about 
alcohol,  these  discussions  provide  a  useful  stan- 
dard against  which  a  teacher  may  compare  the 
discussions  that  are  carried  out  in  his  class. 

Manual  of  Reference  for  Alcohol  Education : 

Department  of  Education,  British  Columbia. 

(90  pages). 

The  fundamental  philosophy  of  the  British  Co- 
lumbia alcohol  education  program  is  outlined,  a 
philosophy  to  which  the  Alberta  program  also 
subscribes.  What  happens  to  alcohol  in  the  body, 
how  it  affects  the  body  physiologically  and  psy- 
chologically, some  of  the  reasons  why  people  drink 
and  the  problems  that  may  arise  are  included  as 
well  as  problems  associated  with  traffic,  crime, 
family  life,  and  alcoholism. 

Alcohol  Education — A  Guide  Book  for  Teachers, 

Hirsch,  1952  (97  pages) 

The  guide  book  is  precisely  what  its  title  says, 
a  guide  book  and  nothing  more.  One  chapter  is 
devoted  to  what  might  be  taught  about  alcohol  in 
the  schools,  another  to  a  brief  history  of  the  use 
of  alcohol  and  others  to  the  nature  of  alcohol,  its 
actions  and  effects  on  the  body.  Alcoholism  and 
problems  associated  with  the  use  of  alcohol  such 
as  traffic  accidents,  crime  and  delinquency  are 
outlined  briefly. 

It  will  be  noted  that  the  content  of  all  the  teach- 
ers' references  on  alcohol  is  similar ;  therefore,  it  is 
suggested  that  where  funds  are  limited,  only  one 
be  purchased. 
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